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One  of  the  clear  and  consistent  conclusions  we  can  draw  from  the  drug  problem 
is  that  it  is  a people  problem.  Vast  and  increasing  as  our  empirical  knowledge 
is  about  substances,  consumption  patterns,  and  epidemiological  data,  a prime 
factor  prevails.  It  is  a person  who  chooses,  uses,  and  abuses. 

And  it  is  people  who  get  up-in-arms  over  a rumored  drug  dealer  in  the  school 
yard  butjoke  about  “smoking  up”  at  a rock  concert  in  the  area.  It  is  people' 
such  as  the  marketing  mandarins  of  the  pharmaceutical  industry  whose  detail 
(sales)  men  remain  the  most  persistent  and  pursuing  sources  of  drug 
information  for  people  like  our  family  doctors.  It  is  people  like  policemen 
who  wait  until  a kid  has  passed  his  sixteenth  birthday  before  busting  him 
for  possession.  It  is  people  in  the  wine,  brewing,  and  distilling  industries, 
pressing  the  legislative  and  advertising  limits  to  convince  us  that  success, 
happiness,  and  status  are  the  inevitable  rewards  of  drinking.  It  is  people  like 
school  teachers  who  arrange  special  guidance  lectures  to  occupy.the  students 
so  that  lockers  can  be  searched  without  interruption. 

And  it  is  people  like  you  and  me— conflicted,  ambiguous,  sometimes 
inconsistent,  and  often  unsure  about  values,  goals,  risks,  and  rewards— trying 
to  solve  a complex  riddle  called  life. 

It  is  the  very  nature  of  people  to  look  for  a pay-off  for  what  they  choose 
to  do.  For  the  suppliers,  it  is  profit;  for  the  consumer,  it  is  pleasure— at  least 
in  the  beginning;  for  others,  it  can  be  power. 

So,  in  the  final  analysis,  the  people  problem  must  be  solved  by  people,  aware, 
informed,  and  making  responsible  choices.  People,  like  the  thousands  of 
teachers  and  students,  parents  and  policemen,  scientists  and  salesmen,  who 
constitute  the  target  groups  for  Foundation  educational  materials.  It  is  our 
hope  that  we  can  help  you  influence  others  by  adding  to  your  knowledge 
and  understanding.  And  by  indicating  another  pay-off.. .a  sense  of  purpose 
in  life. 

L.A.P. 
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ADDICTION  AND  THE 
ROLE  OF  METHADONE 
IN  ITS  TREATMENT 

BY  AVRAM  GOLDSTEIN 

We  begin  with  the  known  facts,  established  through  studies  on  animals 
and  clinical  observations,  including  my  own  experiences  directing  a con- 
trolled clinical  trial  of  methadone  in  more  than  1,000  long-term  heroin 
addicts  in  the  Santa  Clara  County  Methadone  Program. 

Intravenous  injection  of  heroin  produces  two  powerfully  pleasurable 
effects.  Within  seconds  the  “hit”  or  “flash”  is  felt.  This,  according  to 
first-hand  accounts,  is  an  extraordinarily  enjoyable  sensation  of  explosive 
intensity,  comparable— though  by  no  means  similar— to  a sexual  orgasm. 

It  is  followed  by  a slower  sensation  of  spreading  warmth  suffusing  the 
whole  body,  accompanied  by  a growing  feeling  of  repose,  tranquillity,  and 
“floating.”  Cares  and  anxiety  are  magically  dissolved.  The  tranquil  state 
lasts  for  a few  hours.  This  sequence  of  events  occurs  with  virtually  every 
non-tolerant  person,  although  the  first  few  experiences  may  be  accompanied 
by  vomiting.  Even  so,  the  sensations  are  often  pleasurable  (“You  don’t 
mind  vomiting  behind  smack.”) 

The  typical  history  of  hard-core  addicts  indicates  that  sometime  in  adoles- 
cence (median  age  17),  heroin  is  tried  in  a social  setting  at  the  urging  of 


Dr.  Goldstein  is  professor  of  pharmacology  at  the  Stanford  University  Medical  Center 
in  Stanford,  California.  This  article  is  adapted  from  one  which  appeared,  with  full  references, 
'mX\vQ  Archives  of  General  Psychiatry,  26:291  (April,  1972).  Copyright  1972,  American  Medical 
Association. 


friends.  This  usually  occurs  more  out  of  curiosity  and  thrill-seeking  than 
in  response  to  a stressful  life  situation,  although  obviously  escape  from  f 
stress,  anxiety,  or  intolerable  conditions  of  life  can  be  important  factors  i 
in  facilitating  repeated  heroin  use  in  the  early  stage.  Under  the  present 
system  of  legal  restrictions,  the  willingness  or  unwillingness  to  be  guided  P 
by  social  mores  must  play  a considerable  role  in  determining  who  tries  ^ 
the  drug  in  the  first  place. 

' ick 

Extensive  studies  on  self-injection  of  opiates  by  monkeys  show  that  any 
animal,  having  discovered  that  pressing  a lever  injects  a narcotic  intraven-  ^ 
ously,  will  inject  itself  repeatedly,  raise  the  frequency  to  maintain  drug 
effects,  and  develop  full-blown  addiction.  It  seems,  therefore,  that  becoming 
addicted  requires  nothing  more  than  availability  of  the  drug,  opportunity 
for  its  use  and,  in  man,  willingness  to  use  it.  Such  addicted  animals  will  '*') 
inject  an  opiate  even  in  preference  to  the  usual  instinctive  behaviors  that  ’ 
satisfy  hunger,  thirst,  or  sexual  need.  It  is  not  too  surprising,  therefore, 
that  people  will  do  the  same.  Is 

I 

These  important  findings  with  monkeys,  and  similar  results  with  rats,  tend 
to  discredit  the  earlier  view,  propounded  by  psychiatrists  on  the  basis 
of  fHrospective  studies,  that  addicts  necessarily  have  sociopathic  personal- 
ities or  other  distinctive  psychopathies  that  underlie  their  deviant  behavior. 
Rather  than  seek  special  reasons  why  some  people  become  heroin  addicts, 
it  might  be  more  profitable  to  inquire  why  so  many  people  do  not.  The 
statistical  evidence  shows  that  the  frequency  of  addiction  rises  with  the 
availability  of  heroin;  in  this  respect,  the  usual  laws  governing  the  epidemic 
spread  of  contagious  disease  seem  to  apply.  In  New  York  City  and  Wash- 
ington, DC,  for  example,  it  has  been  found  that  certain  neighborhoods 
have  a very  much  higher  incidence  of  heroin  addiction  than  others.  And 
the  incidence  among  the  medical  professions,  where  availability  is  no 
problem,  is  far  higher  than  in  other  professions  despite  the  absence  of 
boredom,  hopelessness,  or  oppressive  conditions  of  life.  Recently,  in  Viet- 
nam, we  saw  that  heroin  use  among  servicemen  was  extraordinarily  preva- 
lent, in  part  at  least  because  of  ready  access  to  the  drug  in  that  environment. 

Tolerance  Develops  as  a Function  of  the  Frequency  of  Use 

Tolerance  means  that  a higher  dose  than  initially  must  be  given  in  order 
to  achieve  the  drug  effects.  Studies  with  mice  in  my  laboratory,  confirming 
earlier  observation  by  others,  have  shown  that  even  a single  injection 
of  an  opiate  narcotic  initiates  the  process  that  leads  to  tolerance.  With 
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sufficient  interval— about  48  hours— before  the  next  injection,  this  wanes 
and  disappears;  then  the  next  injection  has  exactly  the  same  effect  as 
the  previous  one.  If  the  interval  is  shorter,  however,  tolerance  builds  up, 
so  that  successive  injections  have  less  and  less  effect.  No  doubt  the  same 
principle  operates  in  man.  There  is  considerable  anecdotal  evidence  that 
use  of  heroin  once  or  twice  a week,  even  for  very  long  periods,  leads 
to  no  build-up  of  tolerance,  whereas  daily  or  more  frequent  use  produces 
tolerance  in  every  person  without  fail. 

As  the  laws  stand  at  present,  the  attempt  to  sustain  the  drug’s  rewarding 
effects  leads  the  user  into  criminality  in  order  to  obtain  higher  and  higher 
doses  at  inflated  black  market  prices.  A puzzling  question  is  why  the  heroin 
user  who  becomes  an  addict  does  not  maintain  a sufficient  interval  between 
injections  in  order  to  continue  achieving  the  high  he  desires  with  the  same 
dose.  We  need  to  know  if  there  are,  as  alleged,  “weekend  chippers”  who 
are  able  to  moderate  their  use  of  heroin  and  avoid  ever  becoming  addicts. 
Is  it  a weakness  of  the  will  (and  how  can  that  be  measured?)  among  some 
that  prevents  their  deferring  satisfaction  even  for  a few  days,  despite 
knowing  the  consequence  of  too  frequent  administration?  It  is  not  clear 
what  fraction  of  those  who  try  heroin  become  addicts;  this  requires  more 
inyestigation,  especially  regarding  the  factors  that  determine  which  people 
can  and  which  cannot  limit  the  frequency  of  their  heroin  use  sufficiently 
to  avoid  becoming  tolerant  and  dependent. 

Physical  Dependence  Develops  Concurrently  with  Tolerance 

Physical  dependence  means  that  discontinuance  of  drug  administration 
evokes  a set  of  characteristic  derangements  of  physiologic  function- 
vomiting,  sweating,  chills,  lacrimation,  rhinorrhea,  diarrhea,  etc.  Physical 
dependence  and  tolerance  are  closely  linked  in  all  species  and,  according 
to  certain  theories,  they  are  manifestations  of  the  same  underlying  bioche- 
mical alteration.  The  dependent  state  is  particularly  insidious,  for  it  tends 
to  deprive  the  addict  of  free  choice  with  respect  to  continued  opiate  use. 
He  now  is  obliged  to  secure  high  doses  at  great  risk,  merely  to  stave  off 
the  withdrawal  sickness  and  maintain  a reasonably  normal  state  of  health. 
This  is  the  main  adverse  effect  of  the  opiate  narcotics,  for  these  drugs 
are  not  intrinsically  very  toxic,  either  on  short-  or  long-term  administration. 
From  the  standpoint  of  toxicity  alone,  alcohol,  barbiturates,  and  amphe- 
tamines are  much  more  dangerous.  Direct  damage  to  the  heroin  addict’s 
health  arises  entirely  from  the  conditions  of  use,  which  are  determined 
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by  the  illegal  status  of  heroin.  Examples  are  hepatitis  and  abscesses  froml 
unsterile  injections,  inadvertent  overdoses  or  anaphylactic  reactions  due 
to  uncontrolled  purity,  and  malnutrition  secondary  to  impoverishment 
caused  by  the  artifically  high  cost  of  the  drug. 

There  is  a convenient  mythology  among  addicts  to  the  effect  that  no  human 
being  can  tolerate  the  rigors  of  a withdrawal  syndrome.  It  is  certainly 
true  that  a “cold  turkey”  withdrawal  is  very  unpleasant  but  withdrawal 
from  heroin  is  not  actually  a difficult  undertaking.  With  slow  tapering, 
temporary  substitution  of  long-acting  narcotics,  good  medical  supervision, 
and  ancillary  medications  for  tranquillization  and  sleep,  withdrawal  can 
be  fairly  painless.  Indeed,  all  long-term  addicts  have  been  through  this 
process  again  and  again.  It  is  easy  to  understand  why  the  addict  on  the 
street  finds  it  difficult  to  give  up  heroin  once  he  is  hooked  and  why  he 
may  lack  the  fortitude  to  endure  the  withdrawal  sickness,  as  long  as  heroin 
is  readily  available  to  “cure”  it.  But  how  do  we  explain  the  typical  instance 
of  an  addict  who,  after  a year  or  more  of  incarceration  in  prison  or  hospital 
without  heroin,  who  has  long  since  been  withdrawn,  starts  the  re-addiction 
cycle  within  hours,  days,  or  weeks  after  returning  to  his  home  environment? 
This  is  the  key  question.  Otherwise  we  could  simply  withdraw  all  the 
addicts  within  a few  weeks,  discharge  them  cured,  and  solve  the  addiction 
problem  in  short  order. 

Since  relapse  from  the  drug-free  state  to  re-addiction  is  the  central  problem, 
it  will  be  useful  to  examine  various  ways  this  phenomenon  has  been 
interpreted.  There  are  two  classes  of  explanation  invoking,  respectively, 
organic  (biochemical-physiologic)  derangements  and  psychologic  (condi- 
tioning) factors. 

Biochemicai  Need  for  Opiates 

The  difficulty  encountered  by  non-addicts  in  understanding  the  compul- 
sive pattern  of  relapse,  which  seems  to  be  so  obviously  self-destructive, 
has  led  to  the  suggestion,  most  explicitly  stated  by  the  founders  of  metha- 
done maintenance  treatment,  V.  P.  Dole  and  M.  E.  Nyswander,  that  addicts 
are  suffering  from  some  sort  of  “metabolic  disease”  or  biochemical  deficit 
requiring  opiates  for  its  relief.  Two  versions  of  the  theory  can  be  articulated: 
a pre-existing  deficit  (perhaps  a genetic  defect);  and  a permanent  de- 
rangement caused  by  the  events  of  the  first  addiction  cycle.  Both  versions 
are  plausible,  but  there  is  no  evidence  at  all  for  the  first,  and  only  fragmen- 
tary evidence  to  support  the  second. 
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We  can  easily  imagine  a pre-existing  defect,  such  as  an  abnormality  in 
regulation  of  the  synthesis,  storage,  or  release  of  an  essential  neurotrans- 
mitter. Brain  function  would  be  somewhat  abnormal,  but  the  victim  of 
this  disorder  would  never  realize  exactly  what  was  wrong  until,  by  chance, 
he  tried  an  opiate  narcotic.  Then,  for  the  first  time  in  his  life  he  would 
feel  “normal”  and  this  experience  would  naturally  enough  lead  him  to 
use  opiates  regularly  thereafter.  It  would  be  as  though  an  undiagnosed 
diabetic  accidentally  discovered  insulin.  Occasionally  one  hears  just  such 
an  account  of  his  first  experience  from  an  addict;  but  the  usual  story 
concerns,  not  a feeling  of  normality,  but  of  extreme  pleasure  discovered 
at  the  first  or  second  use  of  heroin.  If  a pre-existing  biochemical  abnor- 
mality in  some  fraction  of  the  population  predisposes  to  heroin  use,  this 
fraction  must  be  fairly  large  since,  where  heroin  is  freely  available,  a 
considerable  fraction  of  those  who  try  it  do  apparently  become  addicted. 
Of  all  those  who  try  heroin,  how  many  find  it  unpleasant  or  neutral  and 
never  try  it  again?  How  many  are  able  to  take  it  or  leave  it,  without 
becoming  addicted?  Certainly  millions  of  hospitalized  patients  receive  an 
opiate  for  medical  purposes,  and  a negligibly  small  fraction  of  these  seek 
it  out  later,  even  if  they  have  become  tolerant  and  dependent  during  treat- 
ment. But  receiving  a drug  passively,  especially  by  the  subcutaneous  or 
intramuscular  route,  is  very  different  from  intravenous  self-administration. 


The  other  version  of  the  biochemical  need  theory— that  a permanent 
derangement  is  induced  by  narcotics  during  the  first  addiction  cycle— is 
supported  by  some  evidence.  Monkeys  addicted  to  morphine  then  with- 
drawn and  kept  drug-free  for  many  months  and  finally  challenged  with 
a narcotic  antagonist  (which  would  precipitate  an  acute  withdrawal  syn- 
drome in  a tolerant-dependent  animal)  develop  some  symptoms  like  those 
of  withdrawal.  In  normal  non-addicted  animals  the  antagonist  produces 
no  discernible  effects  whatsoever.  In  other  words,  monkeys  previously 
addicted  seem  to  have  some  persistent  abnormality  akin  to  the  dependent 
state,  even  though  overt  evidences  of  tolerance  and  dependence  have  long 
since  disappeared.  Similar  findings  have  been  reported  in  rats  and  in  ex- 
addict humans;  for  many  months  after  the  primary  withdrawal  syndrome 
is  over  there  are  persistent  abnormalities,  small  but  measurable.  In  man, 
body  temperature,  blood  pressure,  and  sensitivity  of  the  respiratory  center 
to  carbon  dioxide  do  not  quite  return  to  the  pre-addiction  baseline.  Because 
of  their  fundamental  importance,  these  phenomena  deserve  much  more 
intensive  investigation,  especially  with  respect  to  the  remote  possibility 
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that  opiate  molecules  or  their  metabolites  remain  bound,  perhaps  cova- 
lently,  to  receptor  sites  for  a very  long  time.  1 1 

If,  however,  the  biochemical  need  theory,  in  either  version,  were  correct 
we  should  expect  that  ex-addicts  could  not  really  function  normally  without  i 
narcotics  and  that  the  “drug  hunger”  they  are  alleged  to  have  would  plague  i 
them  throughout  long  periods  of  abstinence.  Careful  interviews  with 
addicts  and  ex-addicts  have  given  me  no  reason  to  believe  this  is  true.  < 
Everyone  concerned  with  the  problem  has  personal  knowledge  of  ex-  | 
addicts  who  have  “cleaned  up”  by  one  means  or  another,  for  example,  ^ 
through  abstinence  programs  such  as  Synanon  or  Daytop.  These  people  i 
do  not  seem  to  have  drug  hunger.  They  seem  to  function  normally  without 
narcotics  and  they  are  not  plagued  by  a constant  nagging  craving  for  i 
heroin.  Moreover,  when  the  drug  is  totally  unavailable,  as  in  certain  s 
prisons,  it  is  truly  “out  of  sight,  out  of  mind.”  I have  found  little  indication 
that  the  ex-addict  is  constantly  preoccupied  by  thoughts,  dreams,  or  fan- 
tasies about  heroin. 

The  events  that  seem  to  trigger  relapses  present  a very  different  picture. 
Two  kinds  of  circumstance  can  be  discerned.  The  ex-addict  accidentally 
encounters  an  old  friend  from  the  “junkie”  world,  who  is  currently  using 
heroin.  When  the  ex-addict  is  urged  to  “have  a taste,”  a flood  of  memories 
is  evoked,  bringing  with  them  a sudden  irresistible  compulsion  to  feel 
the  heroin-induced  sensations  again.  With  the  rationalization  that  “one 
taste  won’t  hurt,”  the  first  fix  is  indulged  in,  breaking  the  abstinence  and 
opening  the  way  for  further  fixes  and  a new  addiction  cycle.  Abstinence, 
like  virginity,  is  an  all-or-none  state,  the  intactness  of  which  has  a certain 
power  to  motivate  its  own  preservation;  and  conversely,  one  lapse  breaches 
a defense  system,  opening  the  way  for  further  lapses. 

The  other  circumstance  might  be  a sudden  stressful  event,  often  a domestic 
quarrel  or  a problem  related  to  employment  which  finds  the  ex-addict 
unprepared  to  cope,  so  that  he  deliberately  seeks  out  a “connection”  and 
uses  heroin.  In  histories  of  this  kind  one  sees  not  so  much  a carefully 
thought-out  decision  to  obliterate  pain  and  anxiety  with  heroin,  but  rather 
the  steady  growth  of  an  inner  compulsion  to  use  heroin,  feeding  on  the 
memory  of  the  drug’s  magical  power  to  relieve  all  stress.  Iroijically,  the 
event  that  precipitates  this  sort  of  relapse  is  often  an  accusation  that  the 
person  is  using  heroin  again  (commonly  made  by  the  spouse),  or  a reproach 
that  the  person  still  acts  like  an  addict.  The  subsequent  self-destructive 
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behavior  is  rationalized  as  deserved  punishment  for  the  accuser,  or  else 
as  a “I  may  as  well  be  hung  for  a sheep  as  for  a goat”  kind  of  attitude. 

These  aperiodic  overwhelming  compulsions,  triggered  by  external  circum- 
stances, are  much  more  convincingly  explained  by  conditioning  theory 
(see  below)  than  by  a biochemical  need.  Defective  adaptive  mechanisms 
such  as  hormonal  regulation,  however,  could  possibly  account  for  such 
episodic  abnormalities.  Methadone  maintenance  was  developed  on  the 
basis  of  a metabolic  disease  model  and  its  unquestionable  success  in 
suppressing  heroin  use  and  facilitating  rehabilitation  has  lent  credibility 
to  this  concept.  I am  not  persuaded,  however,  that  this  success  provides 
any  evidence  in  favor  of  such  a model  since  the  favorable  results  can 
be  interpreted  equally  well  in  a wholly  different  way,  as  I shall  show 
later  on. 

The  addict  in  the  tolerant-dependent  state  (in  contrast  to  the  abstinent 
ex-addict)  is  indeed  suffering  from  a metabolic  disease,  namely,  the  set 
of  biochemical  and  physiologic  abnormalities  that  will  manifest  themselves 
as  withdrawal  sickness  if  drug  administration  is  stopped.  It  is  known  that 
a period  of  about  two  weeks  suffices  for  withdrawal,  without  the  complica- 
tions of  severe  sickness.  Mild  aftereffects,  however,  continue  for  much 
longer— effects  that  are  interpreted  by  the  addict  as  “being  sick.”  We  have 
made  similar  observations  in  withdrawing  patients  from  methadone.  Even 
though  our  experiments  are  blind,  so  that  the  patient  never  knows  exactly 
what  dose  he  is  receiving,  the  rate  of  dose  reduction  has  to  be  surprisingly 
slow  if  we  wish  not  to  cause  even  the  mildest  withdrawal  symptoms.  I 
believe  that  six  months  may  be  the  minimum  safe  period  for  withdrawal 
from  a moderate  daily  dose  of  methadone.  If  an  ambulatory  methadone 
patient  undergoing  withdrawal  does  feel  sick,  or  if  an  addict  after  inpatient 
withdrawal  of  heroin  still  feels  sick,  and  if  at  the  same  time  heroin  is 
readily  available  (as  it  is  on  the  street),  abstinence  is  unlikely  to  be  main- 
tained. Excessively  fast  withdrawal  may  explain,  therefore,  in  part  at  least, 
why  ambulatory  detoxication  is  usually  followed  by  relapse.  Yet,  even 
granted  the  truth  of  these  observations,  the  reasons  for  relapse  remain 
obscure.  Since  relapse  requires  a volitional  act  and  since  mild  sickness 
is  obviously  tolerable,  the  question  of  motivation  seems  paramount.  Given 
sufficient  motivation,  it  would  seem  that  the  addict  ought  to  be  able 
to  tolerate  even  a somewhat  too  rapid  withdrawal  and  resist  the  temptation 
to  use  again.  In  any  case,  too  rapid  withdrawal  altogether  fails  to  explain 
the  main  problem— relapse  after  long  periods  of  incarceration  or  long 
periods  “clean”  on  the  street. 
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Conditioning  Theory,  Addiction,  and  Relapse 

This  theory  explains  the  observations  on  addiction  and  relapse  in  terms 
of  what  we  know  about  the  operant  and  classical  conditioning  of  behavior. 
That  a powerfully  pleasurable  experience  reinforces  the  operant  behavior 
• that  produced  it  is  obvious  to  us  in  daily  life,  although  the  experimental 
psychologist,  cautiously  refraining  from  attributing  “pleasure”  to  his  non- 
human subjects,  merely  calls  a stimulus  positively  reinforcing,  which  leads 
to  repetition  of  the  operant  behavior  that  produced  it.  By  this  criterion, 
heroin  is  a powerful  reinforcer  when  self-administered  by  animals  or  man. 
We  know  from  the  investigations  of  James  Olds,  an  experimental  psycholo- 
gist at  the  California  Institute  of  Technology,  that  there  are  “reward 
centers”  in  the  brain  (for  example,  in  the  medial  forebrain  bundle)  where 
electrical  stimulation  is  strongly  reinforcing.  Thus,  animals  permitted  to 
deliver  a small  current  to  such  an  area  by  means  of  a lever  activating 
an  implanted  electrode  will  engage  in  such  self-stimulation  to  the  exclusion 
of  other  activities.  Such  animals  may  rightly  be  regarded  as  addicts,  al- 
though no  drug  is  introduced.  By  analogy,  we  may  suppose  that  at  least 
one  site  of  opiate  action  is  in  such  a reward  center.  A better  understanding 
of  the  biochemistry  of  reinforcement  is  an  urgent  necessity  if  we  are  to 
understand  drug  addictions  and  possibly  learn  how  to  prevent  or  modify 
them. 

Later  in  the  course  of  addiction,  when  the  narcotic  relieves  the  pangs 
of  withdrawal  sickness,  the  heroin  injection  acquires  a new  rewarding 
quality.  The  drug  now  immediately  relieves  discomfort  and  restores  a 
state  of  well-being.  The  paradigm  is  similar  to  conditioned  avoidance  where 
an  animal  learns  to  avoid  or  ameliorate  an  aversive  stimulus  by  engaging 
in  the  appropriate  operant  behavior.  Now  the  addict  is  conditioned  to 
respond  to  the  internal  cues  of  being  sick  by  seeking  and  injecting  heroin. 

Finally,  it  is  postulated  that  classical  conditioning  plays  a role.  In  the 
dog  conditioned  to  salivate  at  the  sound  of  a bell,  the  temporal  coupling 
of  the  bell  (conditioned  stimulus)  and  food  presentation  (unconditioned 
stimulus)  in  close  sequence  leads  eventually  to  the  bell  itself  eliciting 
salivation.  The  narcotic  withdrawal  syndrome  occurs  and  is  relieved  in 
certain  specific  environmental  settings— neighborhood,  friends,  the 
“fixing”  ritual,  etc.  It  is  postulated  that  external  circumstances  previously 
associated  with  the  withdrawal  syndrome  can  acquire  the  properties  of 
conditioned  stimuli  and  thus  elicit  the  typical  manifestations  of  withdrawal. 


Many,  though  not  all,  withdrawal  symptoms  are  remarkably  like  those 
of  anxiety  attacks— for  example,  sweating,  weakness,  trembling,  tachycar- 
dia, chills,  gooseflesh,  nausea,  vomiting.  It  is  exceedingly  common,  there- 
fore, for  the  addict  to  interpret  anxiety  as  being  “sick”;  indeed,  some  of 
the  same  neuronal  pathways  in  the  autonomic  nervous  system  may  be 
activated  in  both  conditions  . Evocation  of  even  a few  withdrawal  symptoms 
by  environmental  circumstances,  according  to  the  classical  conditioning 
concept,  would  be  expected  to  cause  panic,  and  the  resulting  anxiety  would 
then  regeneratively  intensify  the  evoked  withdrawal  syndrome.  The  result- 
ing sudden  overwhelming  compulsion  to  seek  and  use  heroin  is  not  difficult 
to  understand. 

There  are,  evidently,  two  similar  states  of  body  and  mind— the  withdrawal 
syndrome  and  anxiety— both  of  which  are  relieved  dramatically  by  heroin. 
The  addict’s  past  experience  of  both  kinds  of  relief  conditions  him  to 
relapse  to  heroin  use  if  either  state  recurs  or  is  perceived  as  recurring. 
In  my  experience  with  patients  on  methadone,  the  chain  of  events— a single 
anxiety-provoking  incident,  a panicky  feeling  of  being  sick,  the  compulsive 
drive  to  “score”  and  inject  heroin— is  often  transparently  obvious  to  the 
objective  questioner,  though  not  to  the  patient  until  he  gains  sufficient 
insight. 

It  follows  from  this  analysis  that  deconditioning  and  counterconditioning 
should  be  the  bases  for  treatment  and  rehabilitation.  It  is  especially  impor- 
tant to  develop  and  bring  into  clinical  trial  narcotic  antagonists  with 
suitable  properties.  According  to  conditioning  theory  these  should  produce 
extinction  of  opiate-seeking  behavior,  whereas  according  to  the  metabolic 
disease  theory  they  should  be  without  value  in  an  addiction  treatment 
and  rehabilitation  program. 

If  a person  is  not  at  all  motivated  to  avoid  using  heroin  or  to  stop  using 
it,  there  is  obviously  no  compulsion  that  could  succeed  short  of  locking 
him  up  securely  where  the  drug  is  unavailable.  But  even  this  proves 
difficult,  as  the  facts  about  heroin  availability  in  prisons  and  treatment 
facilities  indicate.  Moreover,  punitive  approaches  have  been  the  central 
theme  of  our  treatment  of  addicts  for  half  a century,  and  they  have  failed 
wretchedly.  What  I hear  typically  from  the  long-term  addict  is  that  he 
sees  himself  as  a combatant  in  a continuing  battle  against  society  which 
says,  “Thou  shalt  not  use  narcotics.”  This  categorical  prohibition  of  some- 
thing he  has  found  rewarding  and  pleasurable  is  backed  up  by  a formidable 
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apparatus  of  enforcement  which  ultimately  deprives  him  of  his  freedom. 
Again  and  again  I have  heard  the  statement  that  when  he  finally  walks 
out  of  the  jail,  penitentiary,  or  forced-treatment  center,  the  addict  feels 
that  he  has  “earned  a fix”  and  acts  accordingly,  however  self-destructive 
such  behavior  may  seem  to  the  outsider. 

It  seems  reasonable  that  if  we  are  to  enlist  the  addict’s  cooperation  in 
achieving  his  own  rehabilitation,  treatment  programs  will  have  to  be  based 
upon  nonpunitive  help  offered  to  those  who  are  already  motivated,  how- 
ever ambivalently,  to  change  their  life  styles  and  give  up  drug  use.  This 
leaves  unanswered  the  question  how  we  are  to  deal  (if  at  all)  with  those 
who  do  not  wish  to  discontinue  the  junkie  life.  Certainly  we  know  of 
no  way  to  impose  effective  treatment  on  unwilling  recipients.  For  the 
motivated  addict  there  are  a number  of  treatment  modalities  in  use  but, 
in  all  programs  thus  far  demonstrated  to  have  a high  success  rate,  metha- 
done is  an  essential  ingredient.  What  methadone  does,  by  stabilizing 
dependence  and  establishing  a cross-tolerance,  is  permit  a motivated 
addict,  who  wishes  to  give  up  heroin  in  his  normal  environment,  to  do  so 
even  though  he  lacks  the  resolve  and  perseverance  to  do  this  by  simple 
abstinence.  Methadone  is  primarily  a pharmacologic  tool  to  facilitate  those 
interpersonal  transactions  involved  in  strengthening  motivation,  changing 
life  style,  and  breaking  the  conditioning  cycle  underlying  the.relapse  ten- 
dency. 

Stabilized  Dependence 

By  virtue  of  its  long  duration  of  action  (at  least  24  hours)  in  suppressing 
withdrawal  symptoms,  methadone  stabilizes  the  addict.  The  rapid  decline 
in  heroin  level  after  the  high  leads  to  a few  hours  of  normality,  followed 
soon  by  a period  of  sickness  as  withdrawal  effects  supervene.  This  cyclic 
fluctuation  perpetuates  the  addiction.  Even  after  tolerance  makes  it  impos- 
sible to  get  high  on  any  practical  dose  of  heroin,  the  addict  becomes  sick 
several  times  daily.  At  such  times  his  life  is  absolutely  dominated  by  the 
need  for  the  next  fix.  Th^  same  pattern  would  exist  even  if  heroin  were 
completely  legal  as  in  the  British  clinic  system,  although  the  element  of 
forced  criminality  would  be  absent.  By  establishing  a constant  and  nonfluc- 
tuating level  of  dependence,  methadone  eliminates  sick  periods  from  the 
addict’s  life. 

Since  the  same  dosage  of  methadone  can  be  maintained  indefinitely,  it 
is  clear  that  no  tolerance  develops  to  its  beneficial  effect.  According  to 
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the  metabolic  disease  concept,  the  reason  for  this  is  that  a certain  level 
of  narcotic  must  bathe  the  brain  cells  constantly  in  order  for  them  to 
function  properly.  An  alternative  explanation  is  simply  that  the  addict 
stabilized  on  methadone  functions  normally  for  the  same  reason  he  would 
function  normally  in  the  abstinent  state,  namely,  that  the  periodic  bouts 
of  sickness  which  would  otherwise  perpetuate  his  use  of  heroin  no  longer 
occur. 

It  is  possible  that  whenever  a high  level  of  opiate  is  established  in  the 
brain  and  then  rapidly  declines,  some  slight  degree  of  withdrawal  sickness 
is  manifested,  even  after  a single  dose,  as  we  have  shown  in  mice.  The 
stabilized  dependence  produced  by  methadone  would  prevent  this,  thereby 
diminishing  the  tendency  for  a single  heroin  injection  to  lead  to  another. 
Patients  in  methadone  programs  do  occasionally  cheat.  The  striking  fact 
is  that  although  an  abstinent  patient  who  used  heroin  would  almost  cer- 
tainly start  down  the  road  to  a new  addiction  cycle,  the  sporadic  pattern 
of  heroin  use  by  methadone  patients  remains  Just  that—sporadic,  without 
leading  to  a “run”  (i.e.,  repeated  use). 

A final  benefit  of  methadone  dependence  is  that  the  patient  is  obliged 
to  take  the  medication  regularly,  in  his  own  self-interest,  to  avoid  becoming 
sick.  Initially,  this  means  daily  clinic  attendance,  ensuring  regular  contact 
with  the  program  staff— a contact  that  can  and  should  be  exploited  to 
carry  out  all  the  interventions  required  to  bring  about  real  alterations 
in  behavior  and  life  style. 

Tolerance  and  Cross-tolerance 

The  other  significant  action  of  methadone  is  to  establish  a high  level  of 
tolerance  to  narcotics— to  all  narcotics,  since  cross-tolerance  is  the  rule 
among  the  opiates.  This  well-understood  pharmacologic  action  has  also 
been  called  “blockade,”  meaning  that  ordinary  doses  of  heroin  have  no 
effect.  True  enough,  the  determined  patient  can  use  enough  heroin  (if 
he  can  afford  it)  to  break  through  the  blockade,  but  this  can  be  inordinately 
expensive.  Typically,  a patient  experiments  with  heroin,  gets  little  or  no 
effect,  says,  “I  was  really  burned,”  and  strengthens  his  resolve  not  to  repeat 
the  experience.  In  psychologic  terminology  one  would  say  that  the  heroin- 
using behavior  is  extinguished  by  repeated  lack  of  positive  reinforcement. 
This  phenomenon  undoubtedly  contributes  to  preventing  sporadic  trials 
with  heroin  leading  into  runs. 
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If  there  is  no  metabolic  “need”  for  a narcotic,  the  patient  stabilized  on  a 
methadone  should  not  have  to  be  treated  with  it  indefinitely.  The  metha-  i 
done  is  merely  a tool  to  stabilize  him  pharmacologically  while  he  prepares 
for  a drug-free  life.  Accordingly,  it  should  be  possible  to  withdraw  patients  ^ 
from  methadone  when  they  seem  ready.  Common  sense  tells  us  that  the 
radical  change  of  life  style,  the  total  rehabilitation  that  is  needed,  will  ‘ 


not  come  about  quickly.  Probably  a full  year  would  be  the  minimum 
period  and  some  patients  will  require  much  longer.  During  this  period 
of  methadone  temporary  support  (extended  detoxication),  individual  coun- 
seling and  peer  group  involvement  are  required,  as  well  as  preparatory 
conditioning  directed  concretely  toward  dealing  with  situations  that  lead 
to  relapse  from  the  abstinent  state. 

I do  not  accept  the  dichotomy  between  drug  and  drug-free,  about  which 
so  much  fruitless  debate  has  been  expended,  nor  that  between  detoxication 
and  maintenance.  A flexible  approach  is  needed.  Abstinent  patients  who 
relapse  may  be  put  back  on  methadone  for  another  period  of  stabilization 
before  trying  abstinence  again.  A methadone  program  of  this  kind,  at 
the  steady  state,  would  consist  of  patients  in  all  phases  of  treatment— some 
on  methadone,  some  abstinent,  all  concerned  with  constructing  and  main- 
taining an  alternative  and  more  satisfactory  life  style  to  that  of  the  junkie. 

The  test  of  this  analysis  will  be  in  the  practice.  If  heroin  addiction  is  truly 
a metabolic  disease  without  cure,  then  patients,  even  in  the  best  run 
methadone  programs,  will  never  be  able  to  achieve  or  maintain  the  ab- 
stinent state;  they  will  have  to  take  methadone  indefinitely.  It  is  important, 
however,  to  find  this  out  by  an  adequate  trial.  At  least  until  solid  evidence 
is  forthcoming  to  support  the  position  that  methadone  maintenance  should 
be  of  unlimited  duration,  it  is  better  to  act  upon  the  more  cautious  view 
that  the  major  factors  in  perpetuating  heroin  addiction  are  psychological 
and  that  they  can  be  modified  by  reeducation,  retraining,  and  recondition- 
ing. It  is  a mistake  to  reject  the  likelihood  of  cure  merely  because  the 
cure  rate  heretofore  has  been  so  poor.  It  would  be  surprising,  indeed, 
if  “treatments”  based  on  incarceration  and  compulsion  had  been  successful. 
It  is  too  early  to  say  whether  more  humane  approaches  will  have  greater 
success. 
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There  are  100  heroin  addicts 
in  Toronto  getting  help  at  A.R.F.’s 
Narcotic  Dependence  Program, 
located  in  a modern  shopping 
and  office  complex. 


Before  being  accepted  for  treatment,  prospective  patients 
undergo  10  days  of  observation  by  A.R.F.  social  workers 
and  doctors  to  establish  that  they  are  indeed  addicted  to 
heroin.  Methadone  is  a potent  drug,  sometimes  lethal  to 
non-tolerant  persons.  On  admittance  to  the  program 
patients  are  given  a detailed  description  of  what  they  can 
expect  during  the  treatment  period. 
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One  of  the  two  staff  nurses  supervises  the  daily  dose  of 
methadone  and  orange  juice.  Although  some  patients  are 
on  long  term  methadone  maintenance,  emphasis  of  the 
program  is  on  withdrawal  from  the  drug  over  a four-  or 
six-month  or  one-year  period.  During  the  post  drug  stage 
they  continue  coming  to  the  clinic  as  long  as?)ecessary 
for  counselling.  A staff  member  also  keeps  in  touch  by 
telephone  with  former  patients— now  300— for  up  to  two 
years  after  treatment  to  see  how  they  are  making  out. 


17 


Methadone  is  but  one  part  of  the  program;  it  is  considered 
a useful  pharmacologic  tool.  Two  social  workers  and  two 
students  are  on  staff  for  individual  and  group  therapy.  As 
well,  psychiatrists  are  on  call  24  hours  a day.  The  clinic 
works  closely  with  A.R.F.’s  clinical  institute  and  other 
hospitals  to  ensure  the  best  possible  treatment.  But  it  is  up 
to  the  individual  how  much  help  he  or  she  wants  and  gets. 
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Once  a week  the  clinic’s  12  staff  members  spend  a full  day 
discussing  the  progress  of  each  individual  patient.  On  this 
day,  as  on  weekends,  patients  either  take  their  medication 
at  home  or  at  A.R.F.’s  hospitai  on  Russeil  Street. 
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LUSTRATIONS  BY  WALTER  STEFOFF 


We  have  surrounded  alcoholism  and  Alcoholics  Anonymous  with  a mys- 
tique which  we  must  brush  aside  in  order  to  know  what  they  are  all  about. 
This  statement  is  made  out  of  respect  for  AA—what  it  is,  what  it  has 


Mr.  Kellermann  is  executive  director  of  the  Charlotte  (North  Carolina)  Council  of  Alcoholism 
and  author  of  “A  Merry-Go-Round  Named  Denial,”  which  appeared  in  Addictions,  Winter 
1970,  and  is  available  in  booklet  form  from  the  Addiction  Research  Foundation. 


to  offer  and  what  it  can  teach  those  of  us  who  are  non-alcoholics  working 
in  the  field  of  alcoholism. 

Under  present  conditions,  A A reaches  not  more  than  five  percent  of  the 
.estimated  13  million  alcoholics  in  Canada  and  the  U.S.  Each  year  there 
are  more  persons  in  AA  and  other  recovery  programs  but  the  number 
of  active  alcoholics  not  getting  help  is  increasing  far  more  rapidly.  It  is 
my  contention  that  we  will  continue  losing  ground  unless  we  change  our 
focus  and  treat  alcoholism  as  a family  illness  and  a social  disorder.  We’ve 
got  to  stop  making  the  alcoholic  the  target  of  our  primary  effort  both 
in  treatment  and  in  philosophy  of  the  treatment  of  alcoholism. 

Alcoholism  in  the  U.S.  and  Canada  is  a messed  up  situation  involving 
excessive  drinking  which  places  probably  50  million  persons  in  a state 
of  mental,  emotional,  social,  economic,  and  family  disorder.  Doing  the 
least  damage  to  society  are  the  chronic  police  case  inebriates,  the  vast 
majority  being  undersocialized,  undereducated,  underskilled,  homeless 
males.  Because  these  persons  are  homeless  and  considered  nobodies,  they 
get  dumped  in  our  Jails,  courts,  and  prisons  as  the  normal  modality  of 
treatment.  The  only  inevitable  consequence  of  this  cycle  is  to  increase 
the  probability  that  these  persons  will  again  appear  in  public  in  a state 
of  intoxication.  However,  our  punitive  action  continues  despite  the  fact 
these  men  are  not  harming  spouses  or  children.  They  are  simply  not  in 
contact  with  their  own  nuclear  families  as  40  percent  never  had  one  and 
50  percent  have  not  been  a member  of  such  a unit  for  five  or  more  years. 

By  contrast,  most  alcoholics  are  living  with  a spouse  and  childrea  in  a 
situation  severely  injurious  to  all  members  of  the  family.  If  they  are  arrested 
for  public  intoxication  the  family  bails  them  out  or  pays  the  fine.  In  the 
area  of  social  morality  or  ethics  this  type  of  alcoholism  is  extremely  damag- 
ing to  thousands  of  other  persons.  Yet  society  accepts  it  and  rarely  does 
this  type  of  alcoholic  reach  prison  as  a result  of  family  injury  or  driving 
under  the  influence  or  other  serious  failures.  In  no  way  is  this  advocating 
imprisonment  of  alcoholics  as  a modality  of  recovery.  I do  think  we  would 
get  far  better  results,  however,  if  we  left  the  public  intoxicant  alone  and 
had  more  stringent  discipline  for  the  inebriates  who  are  parents.  In  the 
long  run,  the  apalling  indifference  to  alcoholism  as  a family  illness  and 
social  disorder  prevents  AA  from  reaching  millions  of  persons  who  so 
desperately  need  to  find  a sober  answer  to  life. 
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Most  alcoholics  could  recover  through  the  program  of  Alcoholics  Anony- 
mous but  the  nature  of  the  illness  locks  them  into  a phase  of  resistance 
and  denial.  Others  must  break  this  lock  before  AA  can  reach  the  vast 
majority  of  alcoholics.  The  most  basic  change  needed  to  free  the  alcoholic 
is  to  stop  rewarding  him  for  his  drinking!  Everyone  wants  to  help  the 
alcoholic  because  he  is  sick.  Thus,  the  process  of  addiction  to  alcohol 
is  a series  of  rewarding  experiences  provided  by  significant  others  in  the 
life  of  the  alcoholic. 

Some  years  ago  I heard  the  late  psychiatrist,  Dr.  Harry  Tiebout,  state 
that  Bill  W.,  one  of  the  co-founders  of  A A,  taught  him  more  about  human 
nature  and  human  problems  than  any  other  person  he  had  ever  known. 
Dr.  Tiebout  on  this  occasion  gave  four  definitive  steps  in  the  recovery 
process  of  alcoholism  as  he  learned  it  from  Bill.  By  examining  these  four 
steps  we  can  see  how  AA  helps  the  alcoholic  remain  sober  so  that  he 
can  recover  from  alcoholism  and,  more  important  for  the  purposes  of 
our  consideration,  why  most  alcoholics  never  try  AA  or  any  other  modality 
of  recovery. 

Paraphrasing  Tiebout’s  steps,  the  process  is  as  follows:  First,  the  alcoholic 
must  suffer  a painful  and  traumatic  situation  as  a consequence  of  drinking. 
Next,  family  and  friends  must  allow  this  situation  to  remain  painful  long 
enough  to  result  in  step  two  which  is  deflation  of  egotism  in  depth.  Third, 
as  an  act  of  faith  and  trust  which  has  nothing  to  do  with  reason  or  in- 
telligence, the  alcoholic  must  choose  humility  as  a way  of  life.  Fourth, 
he  must  seek  and  find  help.  This  is  where  AA  comes  into  the  picture— as 
a fellowship  of  recovery,  based  primarily  upon  faith  and  trust. 

This  is  hitting  bottom  and  not  being  picked  up  by  friends,  professionals, 
employer,  and  family.  Drinking  is  enormously  beneficial  to  the  alcoholic 
and  will  continue  to  be  so,  until  the  illness  destroys  the  person,  for  as  long 
as  the  significant  others  in  the  drama  remove  the  consequences  of  drinking. 
We,  the  non-alcoholics,  keep  the  alcoholic  locked  in  the  phase  of  resistance 
to  any  other  method  of  solving  life’s  problems  by  rewarding  the  drinking 
or  aborting  the  painful  consequences. 

I would  suggest  that  somehow  the  AA  fellowship  through  its  General 
Service  Board,  public  relations  division,  and  through  its  printed  literature, 
expend  every  effort  to  kill  off  the  one  great  fallacy  which  is  so  often 
erroneously  attributed  to  AA— “You  can’t  help  an  alcoholic  until  he  wants 
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help.”  This  mistaken  philosophy  should  be  replaced  with  the  idea  that 
AA  can  help  the  alcoholic  if  family  and  friends  stop  helping  the  alcoholic 
stay  drunk. 

I would  go  so  far  as  to  suggest  that  Al-Anon,  if  properly  recognized,  may 
have  far  more  to  otfer  in  the  recovery  process  from  alcoholism.  Combined 
with  Alateen,  it  attempts  to  reach  the  39  million  family  members  of  the 
alcoholic.  First  of  all,  these  persons,  whose  lives  are  being  destroyed  by 
alcoholism  as  a family  disorder,  are  just  as  much  a part  of  the  disorder 
as  the  alcoholic.  And  they  suffer  as  acutely  as  the  alcoholic.  The  sober 
spouse  can  injure  the  children  in  an  alcoholic  family  just  as  much  as  the 
drinking  spouse.  As  alcoholism  moves  from  the  pre-alcoholic  state  through 
the  prodromal  and  crucial  stage  to  chronic  alcoholism,  the  spouse  adjusts, 
readjusts,  and  maladjusts  in  the  neurotic  attempt  to  keep  the  social,  cultural 
and  religious  norms  demanded  of  a spouse  of  an  alcoholic.  These  attempts 
to  help  the  alcoholic  fail  because  the  entire  focus  is  on  trying  to  help 
the  disrupting  member  of  the  family  rather  than  a process  of  the  disrupted 
persons  seeking  help  for  themselves  in  order  to  learn  how  to  solve  their 
own  problems  and  thereby  learn  how  to  cope  with  the  alcoholic. 


Unilateral  treatment  of  the  spouse  results  in  amazing  recovery  on  the 
part  of  the  alcoholic  in  many  cases.  Two  years  ago  an  AA  member,  speaking 
to  a clergy  workshop  in  Birmingham,  Alabama,  stated  that  he  had  been 
sober  in  AA  for  seven  years  but  that  he  came  into  AA  by  way  of  Al-Anon. 
His  wife  joined  Al-Anon  first.  Before  Al-Anon  he  manipulated  her  like 
a puppet  on  a string.  He  pulled  this  string  and  up  came  this  foot,  that 
string  and  up  came  that  foot.  After  a few  months  of  Al-Anon,  no  matter 
what  strings  he  pulled,  nothing  happened.  When  he  realized  he  had  lost 
complete  control  over  his  wife  he  knew  he  had  to  do  something  about 
his  drinking.  He  joined  AA  and  has  been  sober  since  that  day. 


I related  this  man’s  story  to  an  Al-Anon  workshop  in  Connecticut.  When 
I came  to  the  point,  “no  matter  what  strings  I pulled,  nothing  happened” 
the  600  women  present  broke  into  impulsive  applause  and  cheers.  They 
cheered  again  when  they  heard  he  had  joined  AA  and  recovered.  Later, 
in  a letter,  a woman  explained  the  spontaneous  outbursts.  Each  woman 
present  had  remembered  that  great  moment  of  joy  when  she  regained 
her  own  freedom  from  alcoholism.  Then  she  wrote:  “We  had  to  cheer 
again  when  this  resulted  in  the  husband’s  recovery.” 
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This  woman  unconsciously  related  in  a very  simple  way  the  most  essential 
point  in  my  critique  of  AA.  The  spouse  of  the  alcoholic,  and  in  some 
cases  parents  of  the  alcoholic,  may  recover  from  alcoholism  by  their  own 
program  of  recovery  before  and  in  addition  to  anything  that  may  happen 
to  the  alcoholic.  Some  persons  think  I am  abandoning  the  alcoholic  or 
expressing  hostility  when  I emphasize  that  families  should  be  our  prime 
targets  in  alcoholism  programs.  Tm  not.  Most  philosophies  of  alcoholism 
treatment  are  comparable  to  treating  only  the  driver  of  a wrecked  au- 
tomobile regardless  of  the  condition  of  the  other  members  of  the  family 
also  in  the  car.  But  that,  of  course,  isn’t  what  happens.  If  the  driver  of  the 
car  lives  or  dies,  we  still  try  to  save  the  other  occupants  of  the  wrecked 
car.  The  same  should  be  true  if  the  alcoholic  member  of  the  family  lives 
or  dies.  We  should  be  concerned  with  the  other  members  of  this  family 
wrecked  by  alcoholism. 

If  the  sober  spouse  of  the  alcoholic  goes  into  his  or  her  own  modality 
of  recovery  the  result  might  be  recovery  of  this  person  and  a broken 
marriage.  However,  the  odds  are  at  least  50-50  that  the  recovery  of  the 
spouse  will  result  in  the  recovery  of  the  alcoholic.  Either  way,  there  will 
be  enormous  benefit  to  the  children  in  the  alcoholic  family.  The  alternative 
to  meeting  the  needs  of  the  spouse  are  predictable:  divorce,  desertion 
or  death.  Most  alcoholics  die  because  family  members  do  not  learn  and 
practise  what  Dr.  Tiebout  learned  from  Bill  W.  who  gave  A A its  12  steps, 
its  traditions,  and  its  philosophy  of  recovery.  The  family  members,  who 
do  not  recover  first  and  learn  to  break  the  puppet  strings  of  alcoholic 
control,  will  not  permit  the  traumatic  results  of  the  alcoholic’s  drinking 
to  remain  painful  long  enough  to  result  in  deflation  of  egotism  in  depth. 
The  alcoholic  who  is  not  permitted  to  “hit  bottom”  early  in  life  will  hit 
the  bottom  of  his  grave  in  his  middle  years.  Actress  Mercedes  McCam- 
bridge  has  said  loud  and  clear  that  the  “pride  of  the  family”  kills  more 
alcoholics  than  all  other  factors.  To  this  I say.  Amen! 

As  a principle,  as  a philosophy,  as  a basic  ingredient  in  recovery,  A A 
teaches  this.  But  in  practice,  almost  the  opposite  remains  the  standard 
method  of  operation.  Bill  W.’s  wife,  Lois,  understood  the  needs  of  the 
wife  and  helped  bring  Al-Anon  into  existence.  Her  initial  motive  was 
to  provide  a recovery  program  for  the  spouse,  not  a wife-sitting  agency 
for  AA  meetings.  For  years  Al-Anon  was  considered  an  auxiliary  to  A A 
and  a means  of  helping  the  alcoholic  recover.  Al-Anon  is  now  stepping 
out  from  the  shadow  of  AA  and  taking  its  rightful  place  in  the  field  of 
alcoholism. 


26 


A basic  change  needed  today  in  AA  is  to  recognize  the  primary  importance 
of  Al-Anon.  It  rests  on  the  identical  principles  of  AA— the  12  steps  and 
12  traditions,  the  serenity  prayer,  and  the  whole  dynamics  of  the  AA 
program.  As  I see  it,  two  basic  factors  will  determine  AA’s  future  growth. 
First,  and  perhaps  foremost,  is  the  growing  number  of  alcoholism  programs 
in  industry.  Secondly,  as  Al-Anon  grows  and  expands  by  reaching  more 
and  more  family  members,  so  will  AA  be  increased  by  this  impact  on 
alcoholics. 

There  should  be  no  competition  between  AA  and  Al-Anon.  There  is  no  j 
conflict  of  interest,  but  Al-Anon  still  is  forced  by  most  AA  groups  to  play  1 
a subservient  role.  Almost  all  Al-Anon  groups  meet  in  connection  with  j 
an  AA  group.  The  first  meeting  of  the  week  is  separate.  Later  in  the  week  I 
Al-Anon  members  may  visit  an  open  meeting  of  AA  with  their  spouse.  | 
It  has  not  yet  occurred  to  AA  members  that  this  might  be  a joint  meeting  | 


or  an  open  Al-Anon  meeting  with  the  AA  member  as  guest.  Nothing 
would  pay  greater  dividends  for  AA  in  its  own  membership  growth  than 
accepting  Al-Anon  as  a peer  group  and  actively  encouraging  family 
members  to  get  in  this  movement  as  a means  of  protecting  themselves 
from  alcoholism  and  promoting  the  recovery  of  the  alcoholic  at  the  same 
time. 

I had  a very  minor  counseling  role  with  a family  in  New  York.  The  husband 
had  a slip  after  many  years  in  AA  and  lost  his  position  as  president  of 
a large  corporation.  The  wife  was  in  her  Al-Anon  group  in  New  York 
and  I counseled  the  married  son  in  Charlotte,  North  Carolina.  Both  refused 
to  get  on  the  merry-go-round  of  alcoholism  and  as  a result  the  man  made 
a very  quick  recovery.  Recognizing  the  role  his  family  played  in  his  early 
recovery,  he  persuaded  his  AA  group  and  his  wife’s  Al-Anon  group  to 
have  a joint  meeting  with  a speaker  from  each  group  one  Sunday  evening 
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each  month.  On  the  first  anniversary  meeting  of  this  joint  group  400  persons 
attended.  Even  for  New  York  City  this  type  of  crowd  attests  to  the  benefit 
of  joint  meetings. 

When  an  alcoholic  joins  A A he  is  an  instant  hero.  If  he  stays  sober  this 
is  an  overriding  success.  As  an  AA  member  speaking  to  a prison  group 
said  one  night,  “I  have  been  a failure  all  my  life  because  of  drinking. 
I joined  A A and  now  all  I have  to  do  in  order  to  be  a huge  success  is 
go  around  the  country  telling  A A groups  how  much  I drank  before  joining 
AA.”  On  the  other  hand,  a wife  by  joining  Al-Anon  and  learning  to  cope 
with  her  own  anxieties  and  fears,  may  take  definitive  action  toward  bring- 
ing alcoholism  under  control,  yet  be  considered  a villain.  I remember 
the  wife  of  a doctor  who  came  to  see  me  after  four  years  of  Al-Anon 
and  occasional  conferences  with  a very  competent  psychiatrist.  She  had 
effected  a separation  which  had  not  resulted  in  the  sobriety  of  her  husband. 
Her  opening  statement  was,  “I  am  here  because  everyone  I know  except 
you  and  Dr.  Ewing  has  turned  against  me:  my  husband  and  his  family, 
my  family,  my  minister,  my  friends  and  my  husband’s  colleagues.” 

The  reason  Al-Anon  is  so  important  in  the  life  of  the  spouse  of  an  alcoholic 
is  that  recovery  on  the  part  of  this  person  may  lead  to  a definitive  action. 
This  sometimes  isolates  her  from  her  parents  and  friends  and  she  needs 
a foster  nuclear  family  to  which  she  can  attach  herself  during  the  crisis 
periods.  If  the  wife  turns  to  Al-Anon,  achieves  emotional  security  and, 
by  definitive  action  or  restraint,  breaks  the  lock  which  frees  her  husband 
to  enter  AA,  he  will  rarely  need  inpatient  psychotherapy  or  a half-way 
house,  for  home  will  have  become  conducive  to  sobriety  and  growth. 

A A as  a principle  of  recovery  has  something  to  teach  professionals  in 
the  field  of  alcoholism.  AA  remains  non-professional  which  gives  it  free- 
dom. A 12th  Step  call  is  made  by  a member  to  help  keep  his  own  sobriety 
as  well  as  to  offer  a shared  sobriety  with  the  alcoholic  who  wants  to  stop 
drinking.  His  success  as  an  AA  member  depends  upon  his  making  the 
call  and  explaining  to  the  man  how  he  can  recover.  But  he  doesn’t  get 
caught  in  the  professional  trap  of  statistics— of  how  many  clients  he  inter- 
viewed or  the  rate  of  recovery.  AA  is  willing  to  give  the  man  or  woman 
the  dignity  of  failure.  Rarely  does  the  professional  person  practise  this 
sort  of  compassion.  In  a sense,  the  professional  is  getting  paid  for  a 12th 
Step  call.  Not  only  is  he  getting  paid  but  he  too  often  wants  the  alcoholic 
to  recover  as  evidence  of  his  skill  and  ability  to  help  people. 
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From  time  to  time,  I have  requests  from  persons  who  want  to  enter  the 
field  of  alcoholism  to  help  alcoholics.  I make  no  effort  to  assist  these  persons 
in  meeting  this  neurotic  need  of  their  own,  for  this  attitude  of  wanting 
to  help  people  reveals  the  fact  that  these  individuals  consider  themselves 
normal  and  superior,  both  conditions  being  assumptions  which  are  not 
true.  Morever,  these  are  the  qualities  which  if  practised  would  make  them 
failures  in  the  field  of  alcoholism  or,  for  that  matter,  in  any  area  of  mental 
health  or  human  counsel.  There  is  no  greater  source  of  failure  on  the 
part  of  professionals  than  the  assumption  that  we  are  normal  and  superior 
to  those  persons  who  are  allegedly  sick  mentally  or  socially.  By  this  assump- 
tion we  put  our  clients  at  a tremendous  disadvantage.  We  should  learn 
from  AA  that  the  sick  are  other  human  beings  like  ourselves  and  that 
our  responsibility  is  to  open  up  a means  of  recovery  for  these  persons. 
There  is  nothing  more  malignant  than  attempting  to  manipulate  a person 
into  successful  recovery  to  make  us  look  good.  I might  also  suggest  that 
when  the  AA  member  or  group  becomes  too  “respectable”  the  ability 
to  assist  alcoholics  in  recovery  diminishes. 

The  AA  program  teaches  us  that  we  must  give  people  the  dignity  to  fail 
in  their  own  way  if  they  are  to  be  given  the  dignity  to  choose  to  recover. 
What  we  lack  is  the  capacity  to  suffer  while  the  other  person  learns.  This 
is  compassion,  a process  of  willingness  to  go  through  the  painful  process 
of  sharing  the  failure  of  another  person  so  that  they,  of  their  own  volition 
and  experience,  may  choose  what  is  best  for  their  own  well  being.  As 
professionals,  we  try  to  reason  with  the  disrupting  alcoholic  rather  than 
attempt  to  teach  the  disrupted  how  to  permit  the  alcoholic  to  fail  so 
completely  that,  of  his  own  volition,  he  may  choose  to  recover.  Most 
professionals  cannot  tolerate  their  own  anxiety  when  the  alcoholic  enters 
the  first  step  or  condition  which  is  conducive  to  recovery— the  painful 
and  traumatic  consequence  of  drinking. 

Every  alcoholic  has  a whole  team  of  persons  who  rescue  him  from  the 
very  condition  which  is  the  prerequisite  of  recovery.  Most  guilty  of  these 
rescue  operations  are  the  so-called  helping  professions— ministers,  doctors, 
lawyers  and  social  workers,  those  of  us  who  have  chosen  these  professions 
to  meet  our  own  basic  needs  but  without  the  honesty  of  an  AA  member 
making  a 12th  Step  call.  We  professionals  are  not  conditioned,,  though, 
to  make  a 12th  Step  call  and  accept  failure  as  the  choice  of  the  alcoholic. 
Our  own  anxiety  compels  us  to  rescue  the  alcoholic  because  we  think 
of  recovery  as  the  result  of  what  we  are  doing  to  help. 
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Alcoholics  Anonymous  avoids  the  mistake  of  professionals  who  think  all 
human  problems  will  be  solved  by  numbers— hordes  of  people  organized 
and  trained  to  deliver  service  to  everyone  in  need.  If  this  ever  happened, 
all  of  us  would  be  hired  as  delivery  boys  and  there  would  be  none  left 
at  home  to  get  the  services.  The  number  of  persons  involved  in  alcoholism 
is  so  great  that  our  only  hope  is  not  in  the  delivery  of  more  service  but 
in  promoting  an  understanding  of  what  alcoholism  is  and  how  recovery 
occurs.  From  AA  and  Al-Anon  we  need  to  learn  the  nature  of  alcoholism 
and  how  recovery  is  achieved. 

Ministers  by  their  pastoral  work,  doctors  by  their  medical  care,  lawyers 
by  their  legal  aid,  and  social  workers  in  infinite  ways  deal  with  alcoholics 
by  getting  them  out  of  the  crisis.  If  from  AA  we  can  learn  to  stop  doing 
this,  and  start  helping  the  family  and  employer  confront  the  alcoholic 
with  the  reality  of  his  or  her  action,  we  will  have  made  great  strides  in 
solving  the  problems  of  alcoholism. 

The  size  and  scope  of  alcoholism  in  the  U.S.  and  Canada  is  so  great  we 
cannot  hope  to  resolve  it  by  professional  treatment  and  therapy  alone. 
Fifty  million  persons  is  too  massive  a goal.  Alcoholics  Anonymous,  Al- 
Anon  and  Alateen  are  the  only  hope  for  reaching  all  who  stand  in  need. 
There  is  no  valid  competition  between  any  professional  therapy  and  AA, 
Al-Anon,  and  Alateen  for  the  field  is  unlimited.  Perhaps  we  as  professionals 
could  get  far  more  mileage  from  our  efforts  if  we  spent  more  of  our  time 
understanding  how  these  three  self-help  groups  can  reach  more  persons 
instead  of  constantly  working  for  more  clients  for  ourselves  and  our  agen- 
cies. The  AA  movement  is  like  the  Genie.  It  is  time  we  rubbed  the  lamp 
and  put  the  Genie  to  work. 
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by  Ruth  Cooperstock 


PRESCRIB0  PSaCHOWICS 

-theUpuuanJTiend 


F.  B.  Maynard’s  recent  autobiography  describing  a childhood  on  the 
Canadian  prairies  says  about  the  local  doctor:  “His  function  was  pretty 
much  confined  to  delivering  babies  and  making  the  diagnoses  which 
resulted  in  the  dread  quarantine  signs  being  nailed  to  one’s  door.  I 


Ms.  Cooperstock  is  a research  associate  with  the  Addiction  Research  Foundation’s  social 
studies  department.  This  article  is  adapted  from  a paper  given  at  the  International  Symposia 
on  Alcohol  and  Drug  Research  held  in  Toronto  in  October  ’73.  It  will  be  published,  with 
full  references,  in  substudy  form  as  well  as  in  book  form,  titled  Social  Aspects  of  the  Medical 
Use  of  Psychotropic  Drugs. 


suppose,  given  our  lonely  situation  and  the  primitive  pharmacology  of 
the  ’20s,  there  wasn’t  much  a general  practitioner  could  do  except  sit  by 
bedsides  looking  grave  or  wise.”  Fifty  years  later  there  is  little  need  at 
most  consultations  for  the  physician  to  look  grave,  though  it  is  still  helpful 
•to  look  wise;  he  now  has  his  prescription  pad  at  the  ready  and  at  over 
two-thirds  of  all  consultations  a medication  is  prescribed. 

Whether  one  examines  United  States,  Canadian  or  United  Kingdom 
figures  on  prescription  drug  use  one  reaches  the  same  conclusion.  The 
absolute  numbers  of  prescriptions  are  increasing  on  a yearly  basis  and 
psychotropic  drug  prescriptions  as  a proportion  of  all  prescriptions  are 
increasing  at  a striking  rate.  For  example,  in  the  six  years  from  1965  to 
1971  the  total  number  of  prescriptions  in  England  and  Wales  increased 
from  244.3  million  to  266.5  million.  Psychotropic  drugs,  however,  rose 
from  38.5  to  48.0  million  over  the  same  time  period,  accounting  for  18% 
of  the  total  dispensed  by  1971.  In  the  United  States  the  proportion  of 
psychotropic  drugs  to  all  prescriptions  reached  29%  by  1969. 

A few  years  ago  it  was  the  professional  journals,  women’s  magazines  and 
the  women’s  page  in  newspapers  that  carried  information  on  health  issues, 
especially  mental  health.  Today,  prime  time  television,  newspapers—all 
of  the  media— have  opened  the  human  psyche  to  public  scrutiny.  As  one 
instance,  the  national  news  on  television  on  the  opening  day  of  school 
across  Ontario  last  year  featured,  instead  of  the  usual  pictorial  represent- 
ation of  youngsters  on  their  first  day  of  school,  an  interview  with  the 
head  of  the  department  of  psychiatry  at  a large  children’s  hospital.  The 
interview  dealt  with  the  problem  of  school  phobia,  its  symptoms,  the 
distinction  between  school  phobia  and  truancy,  and  the  recommended 
treatment.  This  is  but  one  of  the  myriad  examples  of  the  attempt  to  bring 
into  public  consciousness  problems  of  mental  health  and  illness.  The 
increased  level  of  educational  attainment  in  recent  years  encourages  this 
type  of  interview  on  a national  news  broadcast. 

There  is  little  “scientific”  evidence  one  can  offer  on  the  short  or  long 
term  value  of  this  trend.  We  are  thus  left  to  speculate  as  to  the  relationship 
between  this  heightened  public  awareness  and  the  use  of  psychotropic 
drugs.  For,  although  not  all  psychotropic  drugs  have  increased  in  populari- 
ty—hypnotics,  sedatives  and  stimulants,  for  example— others  have  in- 
creased at  a startling  rate  (See  Table  I).  Prescriptions  for  antidepressants 
have  been  on  the  upswing  but  it  is  with  the  tranquillizers  that  the  great 
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TABLE  1 


I 


Percentage  Distribution  of  Psychotropic 
Drugs  in  Canada  and  the  United  States 


A.R.F. 

1965-1966 

LEVINE 

1967 

GREEN  SHIELD  1 

1970-1971 

Psychotherapeutic 

Agents: 

Antidepressants 

6.8 

8.6 

13.4 

Major 

Tranquillizers 

10.2 

9.5 

8.9 

Minor 

Tranquillizers 

22.7 

34.4 

36.2 

j Total 

39.7 

52.5 

58.5  1 

i Respiratory  and 

Cerebral  Stimulants 

15.9 

15.4 

14.6 

Sedatives  and 

- 

Hypnotics 

44.4 

32.1 

26.9 

, Total 

100 

100 

100 

These  studies  are  all  based  on  analysis  of  prescriptions.  The  A.R.F.  study  utilizes 
a 10%  sample  of  all  prescriptions  dispensed  in  Metropolitan  Toronto  over  two 
one-week  periods  during  April  and  October,  1965-6.  Dr.  Jerome  Levine's  data 
came  from  a national  audit  of  prescriptions  in  pharmacies  conducted  by  Gosselin 
and  Co.  The  last  series  of  figures,  titled  Green  Shield,  are  based  on  a full  year’s 
prescriptions  for  approximately  40,000  families  covered  by  a prescription  insuring 
agency  located  in  Southern  Ontario. 

Caution  is  required  in  drawing  inferences  from  Table  1 about  changes  in  prescrib- 
ing over  time  as  the  three  studies  covered  by  this  table  are  based  on  quite  different 
populations.  The  data  for  Toronto  and  for  Southern  Ontario  are  more  comparable 
because  they  reflect  prescribing  by  Canadian  physicians  in  the  same  province 
and  to  largely  urban  populations. 


leap  has  occurred.  Canadian  and  U.S.  data  suggest  a slight  decline  in 
the  proportion  of  major  tranquillizers,  dropping  from  10.2%  in  1965  to 
8.9%  of  all  psychotropic  drugs  in  1971,  but  the  minor  tranquillizers  have 
increased  from  22.7%  of  the  market  in  1965  to  36.2%  only  six  years  later. 

We  will  be  discussing  some  of  the  ways  the  pharmaceutical  industry  has 
redefined  illness  for  the  medical  profession,  which  transmits  its  concepts 
of  health  and  disease  to  its  patients.  However,  it  may  be  of  equal  importance 
to  ask  what  effect  the  trend  to  publicize  mental  health  concepts  and 
information  is  having  on  the  public.  Are  people,  as  we  suspect,  more 
conscious  of  the  relationship  between  their  physical  and  emotional  state; 
more  attuned  to  their  ‘feelings’;  learning  to  be  more  ‘introverted’? 

In  epidemiological  studies  attempting  to  identify  and  distinguish  the 
characteristics  of  workers  frequently  ill,  as  opposed  to  those  seldom  ill, 
it  has  been  observed  that  the  frequently  ill  tended  to  take  things  more 
seriously,  be  more  introverted,  and  show  greater  awareness  of  their  own 
emotional  difficulties.  Studies  which  enquire  about  general  health  prob- 
lems tend  to  find  an  extremely  small  proportion  of  the  general  population 
reporting  no  health  problems  or  symptoms.  In  fact,  the  average  number 
of  symptoms  reported  was  3.9. 

One  can  only  wonder  whether  this  increased  awareness  of  one’s  physical 
and  emotional  self  has  led  to  an  absolute  increase  in  perceived  illness, 
whether  it  has  led  some  segments  of  the  population  to  search  out  ex- 
tramedical coping  devices  for  their  ills,  or  whether  it  has  legitimated  the 
seeking  of  help  on  the  part  of  the  ill,  lonely,  discomforted. 

Dr.  Neil  Kessel,  in  a recent  British  symposium  on  psychotropic  drugs, 
has  observed  that  the  role  of  the  doctor  as  seen  by  the  patient  is  chang- 
ing-changing more  rapidly  than  the  role  of  the  doctor  as  seen  by  the 
doctor.  This  may  well  be  the  explanation  for  the  common  complaints  of 
general  practitioners  that  they  see  too  much  “trivia,”  that  patients  waste 
too  much  of  their  time. 

Since  psychotropic  drugs  are  typically  dispensed  in  response  to  symptoms 
rather  than  to  a diagnosis,  and  since  doctors  report  seeing  a high  proportion 
of  symptoms  which  could  result  in  a prescription  for  a psychotropic  drug, 
it  is  hardly  surprising  they  are  prescribed  in  such  quantities.  For  instance, 
sampling  surveys  have  established  women  aged  40-59  as  the  highest  con- 
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sumers  of  psychotropics.  The  highest  proportion  of  women  presenting 
“mental  disorders”  occurs  in  this  age  group  as  well.  The  high  proportion 
of  males  with  gastro-intestinal  disorders  may  well  be  the  male  counterpart 
of  the  women  with  mental  disorders  and  vague  complaints. 

The  Rote  of  Advertising 

Perhaps  a third  factor  which  has  set  the  physician’s  hand  in  motion  toward 
his  prescription  pad  has  been  the  advertising  of  the  pharmaceutical  in- 
dustry. Psychotropic  drugs  have  recently  appeared  in  advertisements  more 
frequently  than  would  be  expected  from  their  current  share  of  the  prescrip- 
tion drug  market.  An  analysis  of  the  Journal  of  the  American  Medical 
Association  in  1969,  found  32%  of  the  advertisements  were  for  psycho- 
tropics, and  in  Hospital  Medicine  the  proportion  was  37%.  Another  research 
team  found  this  figure  to  be  40%  in  the  journals  it  studied  over  a recent 
five-year  interval. 

Researchers  have  clearly  illustrated  the  variety  of  ways  in  which  the  phar- 
maceutical industry  is  attempting  to  redefine  a wide  range  of  human 
experiences  and  behaviors  as  medical  problems  requiring  psychotropic 
drug  intervention.  Examples  of  some  of  the  conditions  specified  in  the 
advertisements  include  patients  distressed  by  ‘tedious’  tasks,  patients  both- 
ersome to  physicians  or  to  their  families,  and  so  forth.  Since  these  ex- 
periences have  not  yet  been  clearly  labelled  as  specific  disease  entities,  the 
emphasis  in  virtually  all  advertisements  is  on  the  treatment  of  symptoms. 


A study  by  sociologist  Elina  Hemminki  of  drug  advertisements  in  the 
two  leading  Finnish  medical  Journals  during  the  years  1959,  1965  and 
1971,  demonstrates  the  cross  national  similarities  of  pharmaceutical  adver- 
tising. Over  the  interval  studied,  the  advertisements  became  increasingly 
general,  particularly  those  for  minor  tranquillizers.  By  1971,  only  one-third 
of  the  advertisements  for  the  psychotropics  gave  an  ‘illness’  as  an  indication 
for  use.  In  contrast  to  the  major  tranquillizers,  considerably  more  space  was 
devoted  to  pictorial  material  in  the  advertisements  for  minor  tranquillizers. 


With  the  non-medical  indications  for  use  of  psychotropics  increasing  at 
a rapid  rate  in  advertisements,  one  should  not  overlook  an  important 
consequence  of  this  phenomenon.  It  appears  that  the  more  general  the 
content  of  the  advertising  and  the  more  it  departs  from  the  area  of  expertise 
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of  the  pharmaceutical  industry,  the  more  it  reflects  and  expresses  the 
popular  misconceptions  of  the  human  situation  in  the  modern  world. 

In  a content  analysis  of  advertisements  in  three  medical  and  one  psychiatric 
journal  in  the  United  States,  J.  E.  Prather  and  L.  S.  Fidell  document  some 
of  the  biases  in  the  advertisements  for  psychotropic  drugs  in  particular. 
The  authors  show  the  clear  relationship  between  type  of  illness  and  sex 
of  patients. 

They  found  a disproportionately  large  number  of  women  pictured  as 
suffering  from  emotional  illness  and  too  few  women  shown  suffering  from 
somatic  disorders.  Men  were  commonly  portrayed  as  needing  these  drugs 
as  a result  of  work  pressures;  women  were  simply  shown  suffering  from 
diffuse  anxiety  and  tension.  It  is  also  of  some  interest  that  in  this  advertising, 
women  were  never  portrayed  as  therapists,  only  as  patients. 

It  would  appear  that  the  industry  is  attempting  to  convince  the  physician- 
consumer  that  new,  non-illnesses  require  therapeutic  intervention.  It  is 
probably  the  case  that  a high  proportion  of  the  psychotropic  drug  adver- 
tisements reflect  and  reinforce  values  already  held  by  the  physician.  Many 
advertisements  also  attempt  to  play  upon  the  anxieties  experienced  by 
some  physicians.  For  example,  an  advertisement  for  Stelazine  in  The 
American  Journal  of  Psychiatry,  March,  1973,  pictured  six  photographs 
of  the  same  unhappy-looking  woman  with  the  accompanying  text,  “You’ve 
talked... You’ve  listened... But  here  she  is  again.”  In  other  words,  at  the 
moment  the  physician  can  no  longer  cope  with  a complaintive  or  demand- 
ing patient  or  is  overwhelmed  by  her,  the  alternative  is  tranquillization. 

Dr.  Marshall  Marinker,  in  a British  medical  journal,  discusses  the  problem 
of  boundaries  in  general  practice:  boundaries  between  art  and  science 
as  well  as  the  boundaries  between  the  various  disciplines  subsumed  within 
general  practice.  He  points  out  that  increasingly  it  is  “between  the  dis- 
ciplines of  physical  pathology,  psychology  and  sociology  where  the  general 
practitioner  constructs  his  diagnostic  model.”  It  is  on  the  basis  of  these 
models  that  decisions  regarding  prescribing  are  ideally  made.  Advertise- 
ments in  medical  journals,  however,  increasingly  seem  to  obliterate  and 
also  attempt  to  redefine  these  boundaries.  For  example,  a two-page  adver- 
tisement for  Mellaril  in  the  Archives  of  General  Psychiatry,  May,  1973, 
shows  a full-page  photograph  of  a rather  dejected  but  pleasant-looking 
young  man  leaning  against  a tree.  Under  the  picture  is  a bold  type  caption. 
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“The  Outsider.”  This  is  the  only  large  print  in  the  advertisement  besides 
the  name  of  the  drug.  The  immediate  response  evoked  by  this  linking 
of  the  drug  name  with  the  sociological  term  is  the  implication  that  any 
outsider  (meaning  deviant)  requires  medication.  The  finer  print  which 
describes  Mellaril  as  an  anti-psychotic  agent  suggests  the  man  has  just 
been  released  from  a psychiatric  hospital.  This  additional  information 
further  reinforces  this  concept  linking  outsider  with  deviance,  hospitaliza- 
tion, and  the  necessity  of  drug  therapy. 

In  a discussion  of  the  role  of  pharmaceutical  advertising,  George  Teeling- 
Smith,  director.  Office  of  Health  Economics,  in  London,  England,  asks, 
“Are  we  not  generally  agreed  that  the  medical  profession  gets  the  advertis- 
ing it  deserves?  Is  it  not  up  to  the  profession  to  bring  pressure  to  bear 
on  the  pharmaceutical  industry  to  make  changes?”  These  questions  would 
sound  more  naive  if  they  were  asked  by  someone  less  knowledgeable  and 
especially  by  someone  whose  organizational  support  came  from  other  than 
the  pharmaceutical  industry.  One  might  counter  these  questions  with 
another  one:  would  the  pharmaceutical  industry  use  these  advertisements 
if  the  profession  were  knowledgeable  enough  to  evaluate  them? 

A general  practitioner-researcher  concerned  with  adverse  reactions  to 
psychotropic  drugs  commented  at  the  same  meeting,  “As  I look  at  the 
current  advertisements  for  these  drugs  I cannot  but  feel  some  shame; 
partly  I am  disturbed  that  the  pharmaceutical  industry  should  use  adver- 
tisements more  suitable  for  cosmetics  than  for  drugs,  but  mainly  I am 
ashamed  that  such  advertisements  should  be  successful  in  influencing 
members  of  a learned  profession.” 

Perhaps  because  of  its  high  visibility,  advertising  has  received  more  atten- 
tion than  other  facets  of  activity  on  the  part  of  the  pharmaceutical  industry. 
There  are,  however,  innumerable  other  ways  that  the  industry  influences 
opinions,  both  directly  and  indirectly,  and  some  of  these  warrant  attention. 

The  Effect  of  the  Industry  in  Spheres  Other  Than  Advertising 

In  Great  Britain  there  is  one  detail  man  for  every  seven  general  practi- 
tioners; in  the  United  States  there  are  now  more  than  21,000  detail  men. 
Total  marketing  costs  in  the  U.S.  are  estimated  at  $4,000  per  physician 
per  year,  and  the  industry  spends  $1.2  billion  per  year  on  advertising  and 
promotion,  which  represents  one-fourth  of  its  dollar  volume  of  drug  sales. 
A study  by  P.  D.  Stolley  and  others,  published  in  Medical  Care  in  1972, 
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demonstrated  quite  clearly,  however,  that  the  physicians  considered  by 
a panel  of  physician-judges  to  be  appropriate  prescribers  tended  to  rely 
more  on  other  physicians  and  journal  articles  for  their  information  on 
therapeutics  and  were  more  critical  of  the  pharmaceutical  industry  than 
the  poorer  prescribers.  Good  prescribers  felt  pharmaceutical  represent- 
atives were  poor  sources  of  information  on  new  drugs. 

Aside  from  the  pharmaceutical  representatives,  one  should  not  overlook 
other  areas  of  financial  largess  on  the  part  of  the  industry  directly  aimed 
at  the  medical  profession.  A higher  proportion  of  the  income  of  the  Ameri- 
can Psychiatric  Association  comes  from  advertising  in  its  journal  than 
from  membership  dues  in  the  organization.  The  corresponding  figures 
for  the  American  Medical  Association  indicate  that  43%  of  its  income 
comes  from  advertising  and  33%  from  memberships.  Additionally,  the 
industry  supports  lectureships,  professional  meetings  and  conferences,  all 
varieties  of  dinners,  cocktail  parties  and  social  events  for  physicians  and 
medical  students,  even  to  the  extent  of  purchasing  the  symbolic  little  black 
bag  for  fourth-year  medical  students.  The  industry  also  conducts  extensive 
market  research  studies  in  many  countries,  the  findings  of  which  are  seldom 
publicized.  Only  last  year  did  the  Canadian  government  propose  an  end 
to  the  expensive  habit  of  distributing  free  unsolicited  drug  samples  to 
physicians. 

An  important  and  little  publicized  type  of  funding  on  the  part  of  the 
industry  is  the  support  of  research,  particularly  clinical  trials  of  new  drugs. 
Partial  funding  for  research  may  come  in  the  form  of  free  supplies  of 
drugs  as  well  as  actual  money  for  equipment,  laboratory  assistants’  wages, 
and  so  forth.  Since  many  new  drugs  are  only  available  from  pharmaceutical 
companies  and  since  there  is  often  great  pressure  on  physicians  in  medical 
schools  to  publish,  it  appears  unlikely  that  physicians  interested  in  clinical 
trials  could  avoid  some  pharmaceutical  support.  And  yet,  one  might  ask 
what  the  effect  of  reporting  negative  findings  might  be  for  the  researcher. 
How  widely  are  negative  findings  disseminated?  One  might  wonder 
whether  any  research  has  ever  been  conducted  on  the  difference  between 
the  findings  reported  by  those  doing  clinical  trials  supported  by  industry 
funds  and  the  results  of  government  or  university-supported  research.  Were 
the  research  methods  employed  the  same  for  the  two  groups?  With  no 
knowledge  of  funding,  would  judges  evaluate  the  research  as'  of  equal 
substantive  and  scientific  quality,  including  such  matters  as  the  adequacy 
of  the  kinds  and  numbers  of  subjects  and  controls  used,  the  appropriateness 
of  dosage,  and  so  forth? 
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A more  subtle  form  of  influence  could  exert  itself  at  a different  level 
in  the  research  process.  Rather  than  directly  affecting  the  methods  em- 
ployed or  the  reporting  of  findings,  does  funding  influence  the  initial 
questions  asked  by  a researcher?  Every  research  worker  must  establish 
personal  priorities  for  the  research  projects  he  or  she  chooses  to  conduct. 
How  are  these  priorities  determined?  If  an  increasing  proportion  of  the 
money  for  research  comes  from  one  source,  will  this  result  in  a distortion 
of  the  range  of  problems  selected  for  study? 

Analysis  of  completed  research  suggests  some  answers  to  a few  of  these 
issues.  As  a case  in  point,  we  will  examine  the  literature  on  one  aspect 
of  psychotropic  drug  therapy:  that  relating  to  these  drugs  as  adjunctive 
therapy  for  a variety  of  somatic  disorders. 

The  Effectiveness  of  Psychotropics  as  Adjunctive  Therapy 

It  seems  clear  that  many  patients  who  exhibit  symptoms  of  emotional 
disorder  also  tend  to  suffer  from  a range  of  physical  disorders. This  would 
appear  to  support  the  widespread  use  of  psychotropic  drugs  as  adjunctive 
therapy.  H.  J.  Parry  and  associates  from  George  Washington  University 
have  reported  that  this  is  now  the  primary  use  for  these  drugs  in  the 
United  States.  Dr.  Jerome  Levine  has  stated  to  a U.S.  Senate  committee 
that  although  psychotropic  drugs  are  not  primarily  dispensed  to  people 
with  a psychiatric  diagnosis,  they  are  nonetheless  prescribed  appropriately 
when  the  physician’s  intent  is  examined.  This  position  assumes  that  these 
drugs  are  given  to  individuals  in  whom  anxiety  or  depression  is  a secondary 
feature  of  a somatic  illness  or  that  the  illness  may  have  set  off  an  anxiety 
or  depressive  reaction  which  was  neither  an  initial  component  nor  causa- 
tive. Levine  contends  that,  in  general,  the  psychotropics  are  used  appro- 
priately to  allay  anxieties  which  could  exacerbate  symptoms  or  delay 
recovery  from  a wide  variety  of  cardiovascular  and  gastro-intestinah  dis- 
orders, among  others. 

Although  there  is  a wealth  of  literature  available  on  the  use  of  these  drugs 
in  the  treatment  of  anxiety,  insomnia,  and  other  symptomatology  related 
to  a variety  of  neurotic  states,  there  is  remarkably  little  research  dealing 
specifically  with  the  use  of  psychotropic  drugs  as  adjuncts  for  a range 
of  somatic  conditions. 

In  the  course  of  this  literature  search  covering  the  last  10  years,  in  which 
we  included  only  control  double-blind  studies  and  case  studies  utilizing 
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15  or  more  cases,  we  found  little  to  support  the  use  of  psychotropic  drugs 
as  adjuncts  in  maintenance  therapy  of  a variety  of  common  physical 
illnesses  such  as  hypertension,  cardiac  disorders,  gastro-intestinal  disorders 
and  asthma.  The  studies  which  reported  most  benefit  from  the  use  of  a 
minor  tranquillizer,  usually  diazepam,  involve  emergency  situations  such 
as  status  epilepticus  or  myocardial  infarction— situations  in  which  the 
patient  is  given  the  drug  intravenously  for  a brief  period  and  then  slowly 
terminated  under  hospital  conditions  of  close  observation.  Most  striking 
was  the  absence  of  studies  testing  the  use  of  these  drugs  as  maintenance 
therapy  for  largely  psychosomatic  ailments.  It  is  not  within  the  scope  of 
our  discipline  to  question  the  validity  of  the  current  prescribing  practices 
but  only  to  point  out  the  lack  of  research  findings  to  support  this  massive 
use  of  drugs.  And  to  also  point  out  what  William  Schofield  said  so  succinctly 
in  his  book  The  Purchase  of  Friendship: 

“We  have  sensitized  ourselves  to  recognize  the  signs  of  anxiety, 
and  we  have  been  taught  that  the  signs  of  anxiety  are  symptoms. 

We  have  been  encouraged  to  the  fallacious  value  of  a total  avoid- 
ance of  anxiety  as  a goal  of  life;  we  have  been  led  to  believe 
that  complete  freedom  from  anxiety  would  be  the  distinguishing 
characteristic  of  an  adjusted  life!’ 
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INTERVIEWS  BY  PAT  ANNESLEY 


mdd  compulsory  detention  wodt? 


When  does  a social  problem  reach  such  proportions  that  it  justifies  state 
j intervention  in  the  lives  of  its  citizens?  Is  there  justification  for  such  a 
I thing  as  a “non-criminal  form  of  compulsion,”  and  if  so,  should  it  be 
^ pursued  as  a police  function,  with  police  methods? 

j?  Is  there  a treatment  for  drug  addicts?  One  that  works? 

I Old  questions,  all  of  them,  but  they  were  raised  again  in  a new  context 

I last  December  with  the  release  of  the  Final  Report  of  the  Commission 

of  Inquiry  into  the  Non-Medical  Use  of  Drugs.  The  Le  Dain  report  recom- 
mends that  drug  addicts  be  subject  to  arrest  and  compulsory  detention 
in  a treatment  facility  for  one  to  three  months  (see  pages  66-67  for  the 
recommendation). 

The  “compulsory  treatment”  recommendation  (actually  compulsory  de- 
tention; the  press  was  in  error,  but  the  misconception  remains  in  the  minds 
of  the  public)  led  to  some  of  the  most  controversial  headlines  at  the  time 
the  report  was  released.  Since  that  time  the  subject  has  had  very  little 
airing,  although  the  recommendation  is  under  study  by  various  government 
bodies. 

Addictions  talked  to  experts  in  fields  directly  involved  with  the  drug  prob- 
lem, along  with  some  hard-core  addicts.  Their  views  on  the  recommen- 
dation are  on  the  following  pages. 
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JUSTICE  PATRICK  HARTT 
Chairman,  Law  Reform  Commission 
of  Canada 


It's  an  attempt,  undoubtedly,  to  weigh  the  various  factors  involved 
in  the  problem  and  try  to  arrive  at  a solution.  But  I personally  think 
they're  mixing  up  two  situations  which  must  be  kept  separate.  That 
is,  punishment  and  treatment. 

If  the  state  is  going  to  incarcerate  people  against  their  will— that's 
punishment.  Putting  humanitarian  motives  to  it  doesn't  make  it  any 
less  so. 

To  me  such  commitment  must  be  voluntary.  If  we're  going  to  use 
the  power  of  the  state  for  detention,  then  there  must  be  procedural 
safeguards.  The  term  due  process  must  be  applied. 

I realize  the  report  makes  it  clear  that  this  is  a 'non-criminal  offence'. 
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But  of  what  comfort  is  that  to  the  person  who's  in  an  institution  and 
can't  get  out?  What  does  he  care  what  we  call  it? 

Unquestionably,  the  recommendation  was  made  with  the  best  motives 
in  the  world.  But  the  concept  is  not  unlike  that  of  implanting  monitoring 
devices  in  a person's  body  so  that  the  state  could  keep  track  of  his 
movements,  or  other  similar  ideas  being  talked  of  now.  Such  things 
are  being  seriously  suggested  as  alternatives  to  incarceration.  All  in 
the  name  of  humanitarian  reasons. 

Maybe  the  day  will  come  when  people  will  want  and  accept  that  sort 
of  thing.  But  I think  we  should  call  it  what  it  is,  then  we  know  what 
we're  doing.  If  a person  is  being  held  by  state  power  there's  only 
one  way  to  clarify  what  we're  doing  and  that's  to  call  it  punishment. 
It's  not  just  a question  of  semantics.  It's  a question  of  what,  exactly, 
we  are  doing. 
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BERNARD  SIMMONDS 
Deputy  Chief, 

Metropolitan  Toronto  Police 


First,  this  is  an  arrest  we're  talking  about.  As  soon  as  you  change 
a person's  direction,  he's  under  arrest.  Therefore,  if  the  magistrate 
decides  that  the  person  is  not  an  addict  and  releases  him,  the  policeman 
might  be  faced  with  a suit  for  false  arrest. 

Second,  what  constitutes  reasonable  and  probable  grounds  for  believ- 
ing a person  to  be  an  addict?  Is  it  the  fact  that  his  pupils  are  different? 
That  he's  acting  strangely?  That  he's  got  needle  marks  on  his  arms? 
There  are  people  with  needle  marks  on  their  arms  who  aren't  on 
narcotics.  Certainly  in  the  case  of  a false  arrest  suit  the  first  question 
put  to  the  officer  in  court  would  be,  'What  were  your  reasonable 
and  probable  grounds?'  I'd  like  to  know  what  they  would  be. 

It  seems  to  me  it's  putting  too  much  responsibility  on  the  policeman. 
We  may  have  plenty  of  experienced  men  on  the  force  who  would 
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be  adept  at  identifying  an  addict.  But  we  also  have  a lot  of  new  men 
on  the  Job.  Would  they  be  able  to  do  it?  I don't  know. 

The  process  involves  a magistrate.  Now  you  don't  find  magistrates 
around  just  any  old  time.  They  have  hours  of  work.  So  are  we  going 
to  arrest  a person  and  hold  him  in  a cell  until  a magistrate  is  available? 
Do  we  transport  him  by  police  wagon?  And  where  is  the  magistrate 
going  to  send  him  while  he's  waiting  to  be  examined  by  the  physicians? 
Back  to  a cell?  To  a hospital?  Would  the  hospitals  be  geared  for 
this  kind  of  thing?  How  about  the  taxpayers,  who  would  be  paying 
for  these  facilities?  How  do  the  people  feel  about  it? 

Right  now  if  we  see  a freak  on  a trip  we  take  him  to  hospital  anyway. 
We're  entitled  to  do  that  if  his  own  safety  or  the  safety  of  others 
is  threatened,  under  section  432  of  the  Powers  of  Arrest  Act.  But 
this...  this  is  something  else. 

And  is  it  the  job  of  the  policeman?  It  would  be  taking  him  away 
from  his  job  of  serving  and  protecting  the  people.  Sometimes  it  would 
entail  transportation  from  20  miles  away.  In  any  event  it  would  proba- 
bly take  at  least  an  hour  of  the  ojficer's  time. 
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DAVID 

Age  25,  addicted  to  heroin  from 
the  age  of  17,  now  on  methadone 
maintenance  and  holding  down  a 
semi-executive  job 


Nobody  can  tell  you  you're  going  to  kick.  If  you're  going  to  kick, 
you're  going  to  kick.  Force  or  even  heavy  suggestion  just  results  in 
rebellion.  I think  if  I'd  ever  been  piclfed  up  in  the  manner  this 
recommendation  suggests  I'd  have  been  too  mad  about  the 
infringement  on  my  rights  to  even  consider  the  suggestion  of  treatment. 
Who's  going  to  determine  who's  that  much  of  a drug  addict?  I just 
don't  agree  with  it.  The  only  possibility  I might  see  is  if  a person 
were  arrested  for  a crime  and  then  found  to  be  addicted,  then  he 
might  be  committed  to  a treatment  facility.  If  he  wants  to. 

It  would  be  interesting  to  know  just  when  in  that  72 -hour  period 
of  detention  the  addict  would  be  called  upon  to  make  a decision  on 
treatment.  You're  sick  in  12  to  14  hours.  In  24  hours,  that's  when 
you're  really  getting  sick,  and  you'll  do  anything.  That's  like  when 
an  addict  gets  arrested  for  a crime  and  after  about  24  hours  the  police 
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Start  waving  a needle  in  front  of  him.  'You  can  have  it,  if  you  just 
tell  us  what  we  want  to  know’.  He’ll  tell  them  anything. 

But  if  he’s  asked  about  treatment  at  the  end  of  the  72  hours,  hell,  no- 
body’d  do  it.  I wouldn’t,  and  I doubt  that  anybody  else  would.  Because 
you’ve  got  the  habit  kicked  by  that  time.  The  worst  is  over.  So  why 
should  you?  You  just  say,  77/  lay  off for  a week’. 

It  mentions  methadone  maintenance.  Do  they  plan  keeping  people 
on  methadone  forever  or  are  they  planning  it  just  as  a temporary 
measure?  Methadone  is  a lot  harder  to  kick  than  heroin.  With  heroin 
you’ve  got  it  licked,  physiologically  at  least,  within  three  to  seven 
days.  With  methadone  it  takes  six  months  or  longer. 

And  if  they  are  planning  eventual  withdrawal from  methadone,  doctors 
should  know  a lot  more  about  how  to  make  the  withdrawal  successful. 
I tried  to  kick  methadone  last  year.  I was  reduced from  a 110-milligram 
dose  to  zero  in  10  days.  Much,  much  too  fast.  I was  in  the  hospital. 
Couldn’t  sleep  more  than  45  minutes  at  a time.  Your  nerves  are 
completely  shot.  And  the  doctors  prescribed  only  one  five-milligram 
Valium  in  the  afternoon  and  one  at  bedtime.  I got  out  of  the  hospital 
and  went  to  my  own  doctor,  who  gave  me  100  Valium  pills  at  a time, 
twice  a week.  Ten  milligrams.  Even  with  all  that  help  I couldn’t  sleep, 
couldn’t  work,  was  severely  depressed  all  the  time.  I ended  up  going 
back  on  junk,  and  then  after  a couple  of  months  back  to  the  clinic 
and  back  on  methadone.  This  time  my  dosage  is  lower,  which  should 
be  paving  the  way  for  an  easier  withdrawal  at  some  future  date.  Maybe 
in  a year  or  two  years.  I’ll  try  it  again.  Everything  else  in  your  life 
has  to  be  pretty  stable,  I think,  before  you  should  attempt  it. 
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DR.  HANS  MOHR 

Member,  Law  Reform  Commission 

of  Canada 


Personally,  I believe  we're  on  a very  difficult  and  dangerous  track 
here.  First  we  give  the  power  to  the  police,  and  then  we  give  it  to 
the  physician.  We're  making  the  physician  judge  and  jailer,  practi- 
cally. This  is  bad  confusion  between  the  roles.  And  anytime  one  acts 
without  due  process,  one  is  in  a dangerous  spot. 

In  terms  of  our  sentencing  policy  which  we  are  working  on  at  the 
Commission,  this  recommendation  gets  into  a tricky  area.  What  we 
are  trying  to  avoid  is  the  idea  of  T sentence  you,  because  it's  good 
for  you'.  Because  of  course  what's  good  for  you  must  be  your  own 
choice.  It  should  be  clear  that  it  is  the  interest  of  the  state  that  is 
being  served,  not  the  interest  of  society.  It  is  not  really  T sentence 
you  because  it's  good  for  you'.  It  is  T sentence  you  because  it  is 
necessary  for  us'. 
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At  any  rate,  this  idea  has  been  tried  with  alcoholics  and  it  doesn't 
work.  We  have  special  statues  in  most  provinces  applying  to  the 
compulsory  treatment  of  inebriates,  I believe.  They  simply  haven't 
worked  out,  because  most  hospitals  don't  like  that  kind  of  population. 

A few  years  ago  we  set  up  detoxication  centres  as  an  alternative  to 
Jail  for  the  common  drunk.  How  many  of  them  remain  operative 
now,  I wonder?  And  I'd  suspect  that  there  are  no  fewer  drunks  in 
jail  than  before. 

I wouldn't  rule  out  this  kind  of  step  altogether.  Having  worked  with 
the  forensic  clinic,  I know  that  it  can  sometimes  be  beneficial  if  a 
person  can  be  detained  long  enough  to  confront  his  problem  and 
perhaps  decide  to  act  upon  it.  But  three  months—that's  too  long.  I 
wouldn't  object  to  the  72  hours.  I think  the  world  can  live  with  that, 
probably.  Make  it  72  hours,  and  with  the  provision  that  there  must 
be  danger  to  himself  or  others,  and  it  might  be  workable.  That's  close 
to  the  present  arrest  situation,  anyway. 

The  criminal  process  as  we  apply  it  is  nonsensical  in  many  ways. 
But  the  alternatives  are  not  necessarily  more  desirable. 
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ROB 

Age  27,  an  addict  for  eight  years, 
currently  on  methadone  and  attending 
college 


That's  a lot  of  power  to  put  in  the  hands  of  police.  It  Would  be  putting 
a whip  in  the  hands  of  idiots.  They'll  never  have  enough  cops  with 
enough  common  sense  and  judgment  to  carry  out  a law  like  that. 
The  cops  I know  hassle  me  just  for  the  hell  of  it,  break  my  door 
down  at  two  in  the  morning,  even  though  they  know  I'm  on  the 
methadone  program  at  the  clinic  and  have  been  for  four  years. 

As  for  the  treatment  itself,  they'd  have  to  define  their  terms.  Would 
it  be  just  methadone,  get  your  daily  shot  and  clear  out,  the  way  it 
is  now?  Oh,  I see  a social  worker  at  the  clinic  sometimes.  All  she 
wants  to  know  is  if  I'm  still  in  school,  still  living  with  my  wife,  that 
kind  of  thing.  There's  no  counselling,  no  therapy  of  any  kind.  I've 
never  seen  a psychiatrist  in  my  life.  See,  I believe  there's  such  a 
thing  as  the  addictive  personality.  For  some  people,  like  me,  if  you're 
not  on  drugs— there's  something  missing.  Now  if  somebody  could  try 
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to  get  at  w\iy...and  there  are  times,  you  know,  when  you're  down 
at  that  clinic  and  you'd  really  like  to  see  somebody,  talk  to  somebody, 
relate  to  somebody  who  doesn't  treat  you  like  a leper  because  of  what 
you  are.  My  wife  and  I do  a lot  of  talking  about  my  addiction,  but 
it  would  be  nice  sometimes  to  get  an  outside  opinion.  Especially  when 
you're  feeling  really  low,  and  worried  about  the  future.  I'm  seven 
months  into  a year-long  withdrawal  from  methadone  right  now  and 
I'm  already  getting  pains  every  day  and  I know  the  crunch  is  still 
to  come.  I mean,  has  anybody  ever  licked  drug  addiction  for  real 
and  forever?  I've  seen  them  ojf  for  three,  four,  even  seven,  and  10 
years.  But  they  always  come  back.  So  why  am  I on  the  withdrawal 
program?  I don't  know.  Hope  springs  eternal,  I guess. 
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We  might  run  into  as  many  as  50  addicts  on  a given  weekend.  How 
are  we  going  to  handle  them?  How  are  the  hospitals  going  to  handle 
them?  Or  we  might  enter  a house  party  where  there  are  20  people 
present  and  narcotics  around.  Is  the  policeman  going  to  have  to  sort 
out,  then  and  there,  who's  an  addict  and  who  isn't?  Needle  marks? 
Needle  marks  can  be  anywhere.  They  shoot  the  stuff  under  the  toenail, 
in  the  armpit,  the  rectum. 

A policeman  isn't  likely  to  encounter  a man  every  day,  or  even  every 
week.  So  if  he  sees  a man  twice  in  two  months  and  he's  high  both 
times,  does  that  mean  the  man  is  an  addict?  He  might  not  be.  But 
the  policeman  might  conclude  that  he  is.  The  majority  of  our  drug 
arrests  are  one-time  offenders.  We  never  see  them  again.  The  same 
applies  to  drunks. 

And  what  is  an  addict?  How  do  you  classify  an  addict?  I might  think 
that  a person  who  smokes  four  marihuana  cigarettes  a week  is  a 
marihuana  addict.  For  someone  else  the  cut-off  point  might  be  15 
cigarettes. 

Really  what  it  might  come  down  to  is  a policeman's  suspicion.' Because 
a policeman  isn't  a doctor,  and  that's  what  this  recommendation  is 
asking  him  to  be. 
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Then  there's  the  problem  of  multiple  arrests.  An  addict  in  Toronto 
might  be  known  to  50  policemen,  and  that's  not  an  exaggeration. 
Supposing  the  addict  in  this  treatment  facility  is  allowed  out  shopping, 
and  he  forgets  his  card  that  identifies  him  as  a patient.  Suppose  he 
meets  a policeman,  and  the  policeman  says,  T don't  believe  you'. 
And  arrests  him  all  over  again.  I could  see  it  happening.  Multiple 
arrests  and  multiple  suits  for  false  arrest.  False  arrest  and  assault 
as  well,  if  the  person  were  taken  by  force. 

I could  also  see  a policeman  who's  been  trying  to  get  a trafficker 
for  a long  time  without  success,  say,  getting  good  and  mad  one  day 
and  saying:  'Okay,  Charlie,  I'll  fix  you.  I'm  going  to  bring  you  in 
as  an  addict'.  Just  to  give  him  a hard  time,  even  though  he  may  know 
he's  notan  addict.  Policemen  are  people.  They  get  angry  and frustrated, 
the  same  as  anybody  else. 

I'm  looking  at  it  from  a selfish  point  of  view.  The  police  get  a lot 
of  criticism  now.  This  broadens  our  powers  of  arrest,  and  many  people 
think  we  have  too  many  already.  If  we're  right  99  percent  of  the 
time  and  wrong  only  one  percent  of  the  time,  even  with  that  kind 
of  performance  rate,  we  know  what  the  news  media  can  do  with  that 
one  percent. 

Policemen  are  getting  a little  confused  already,  with  so  many  changes 
in  the  law.  New  applications  of  it,  changes  in  the  channels.  Then 
we  throw  this  at  them? 

Since  the  Le  Dain  report  came  out  we've  had  a lot  of  discussions 
among  ourselves  in  the  department  about  this  recommendation.  We're 
all  pretty  concerned  about  it.  I've  yet  to  run  across  a policeman  who 
agrees  with  it. 
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DR.  LIONEL  SOLURSH 
Associate  head  (education  and 
research),  department  of  psychiatry, 
Toronto  Western  Hospital;  assistant 
professor  of  psychiatry.  University  of 
Toronto:  and  a veteran  of  many  years’ 
involvement  in  drug  research  and 
treatment  with  various  agencies 


It's  too  loose.  It  doesn't  say,  for  example,  that  the  police  can't  use 
it  anytime  they  want  to,  to  hassle  people.  It's  left  to  physicians  to 
determine  within  72  hours  whether  or  not  a person  is  drug-dependent, 
which  may  be  impossible  to  do  within  72  hours.  So  you  find  opiates 
in  the  body.  Does  that  make  him  drug-dependent?  It's  too  loose. 

If  we  are  really  trying  to  move  people  out  of  the  criminal  stream 
into  the  treatment  stream,  which  I think  is  basically  sound,  then  I 
think  there  are  some  questions  we  have  to  ask  ourselves. 

One:  Do  we  want  to  avoid  inter -provincial  fragmentation?  Two:  Do 
we  want  to  create  a new  class  of  offence?  All  right,  it's  not  a criminal 
offence.  A health  offence  then,  for  want  of  something  better  to  call 
it.  But  an  offence.  Three:  Wouldn't  we  have  to  ensure  some  process 
which  would  be  consistently,  geographically  and  otherwise,  applied? 

I have  some  direct  criticisms  of  the  recommendation  itself.  One:  It 
ties  police  and  doctors  together  in  a manner  which  may  impede  a 
treatment  approach,  with  specific  reference  to  the  sub-groups  con- 
cerned. Two:  It  requires  facilities  which  no  longer  exist— especially 
if  it's  to  be  applied  to  alcoholics  as  well.  Three:  It  relies  rather  more 
heavily  on  methadone  treatment  than  I like.  Four:  It  lends  itself  to 
police  misuse,  because  of  its  looseness. 

Now,  having  said  all  those  mean  and  nasty  things,  do  I have  a better 
suggestion?  Yes,  I think  I do.  Possession  of  narcotics  is  currently 
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and  probably  will  continue  to  be  a criminal  ojfence.  Let’s  not  create 
a new  class  of  offence,  which  this  recommendation  in  effect  does, 
but  let’s  work  with  the  offence  that  already  exists.  Let’s  leave  the 
onus  on  the  police  to  gather  evidence  of  possession  leading  to  arrest, 
but  let’s  leave  the  opportunity  open  to  the  arrested  man  to  go  into 
the  treatment  stream  if  he  elects  to  do  so— with  the  provision  that 
he  can  be  referred  back  to  the  criminal  stream  if  that  becomes  in- 
dicated. If  his  treatment  isn’t  progressing,  he’s  not  working  at  it.  And 
with  two  other  provisions:  that  we  try  to  use  existing  mechanisms 
rather  than  a lot  of  new  laws;  and  that  the  drug-dependent  person’s 
semi-enforced  involvement  in  the  treatment  stream  should  not  exceed 
the  sentence  he  would  otherwise  have  served  in  the  criminal  stream. 

But  that  option  of  transferring  to  the  treatment  stream  should  be 
open  to  him  at  any  point  in  his  involvement  with  the  criminal  process. 
Immediately  after  arrest,  halfway  through  his  jail  term,  anytime.  It 
should  also  be  purely  elective.  It  shouldn’t  even  be  up  to  the  judge 
to  decide  whether  or  not  the  person  is  suitable  for  a treatment  program. 
The  court  should  have  no  option  of  refusing. 

Now  let’s  suppose  the  guy  goes  through  this  process  three  times,  and 
still  he’s  out  on  the  street  getting  hit  for  possession.  Believe  me,  the 
treatment  people  would  shut  the  door  on  him.  He  can ’t  just  play  the 
game. 

As  for  the  'residential’  treatment  facility,  I don’t  agree  with  that 
provision  in  the  recommendation.  They’re  saying  let’s  change  the 
milieu,  and  there  is  some  logic  in  that.  But  you  can  still  provide 
a lot  of  pressure  on  outpatients  if  you’ve  got  people  who  know  how 
to  play  the  game. 

The  second  thing  is  that  your  inpatient  structures  are  not  drug-free. 
Look  at  our  correctional  institutions.  The  same  applies  to  residential 
treatment  facilities.  My  view  would  be  that  the  treatment  program 
be  partly  residential  and  partly  outpatient,  according  to  specific  assess- 
ments of  individuals  and  circumstances. 
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in  view  of  the  lack  of  information  and  the  erroneous  information 
that  most  policemen  have  about  drug  addiction.  This  is  practically 
a War  Measures  Act.  Sinister.  It's  Orwellian. 


It's  also  naive.  Whatever  the  treatment,  it's  not  going  to  make  an 
impression  in  that  length  of  time.  One  month,  two  months,  three 
months— that's  Mickey  Mouse.  When  I think  of  the  amount  of  staff, 
the  amount  of  money  this  would  take,  it  just  makes  me  sick. 

At  the  Lexington,  Kentucky  drug  treatment  centre  they  have  a five 
percent  cure  rate.  And  if  you  don't  treat  addicts  at  all,  there's  a five 
percent  cure  rate— self-cure— in  the  general  population. 

There  are  some  treatment  centres  that  do  better,  or  claim  to.  Odyssey 
House  in  New  York,  and  others  like  it.  They  claim  an  85  percent 
cure  rate  for  those  who  stay  on  the  program  beyond  the  first  six  weeks, 
although  they  lose  half  the  people  who  enter  the  program  before  the 
six  weeks  is  up.  But  these  programs  take  two  years.  And  what  is 
kind  of  disconcerting  is  that  after  they  graduate  from  these  programs 
they  stay  on  at  the  centre  as  staff  members,  becoming  dedicated 
addiction  workers.  They  lose  their  addiction  for  drugs  and  acquire 
an  addiction  to  the  facility.  They're  free  of  drugs,  but  not  free  of 
dependency. 
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That's  the  way  it  is  with  addicts.  These  drug  centres  in  Toronto  run 
by  Scientologists  and  Jesus  freaks— they're  working.  You  might  say. 
They  have  them  off  drugs  and  praying  to  Jesus  24  hours  a day,  or 
whatever.  Some  addicts  give  up  drugs  and  become  alcoholics. 

Sure  you  can  cure  people  of  addiction,  as  long  as  you  give  them 
another  addiction  to  take  its  place.  You  can  addict  them  to  the  color 
green.  Tell  them  green  is  beautiful,  indoctrinate  them  to  the  marvellous 
pleasures  and  benefits  of  green.  They'll  drop  drugs  and  live  green. 
But  they're  still  addicts. 

Treatment  facility?  What  treatment  facility?  I tried  for  over  a year 
to  get  a treatment  program  going  in  Toronto.  I was  eventually  told 
to  stop  bothering  people  and  trying  to  raise  funds,  that  treatment 
didn't  work  anyway.  As  far  as  I know  there  is  no  real  treatment  for 
drug  addicts  in  this  city  except  the  crazy  ones. 

Of  course  we  have  the  clinic  that  hands  out  the  daily  dose  of  methadone. 
Methadone  is  a terrible  drug.  A worse  drug  than  heroin.  It's  hard 
to  believe  the  history  of  this  drug  chain.  We  used  to  have  legal  opium 
factories  in  Canada  in  the  1890s  before  they  discovered  opium  was 
addictive.  The  cure  they  devised  for  opium  addicts  was  morphine. 
A few  years  later  they  decided  that  morphine  was  addictive,  so  they 
came  up  with  the  cure:  heroin.  Followed  by  methadone  as  the  cure 
for  heroin.  Now,  since  they  discovered  there  was  one  death  per  day 
in  New  York  last  year  from  methadone  overdose,  they  decided  they 
had  to  come  up  with  a substitute  for  methadone.  And  they  did  it, 
so  help  me.  I think  it's  about  to  be  released. 

(Editor’s  note:  Ms.  Callwood  is  probably  referring  to  acetyl  methadol,  now  in  experimental 
use  in  Toronto.) 
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BARRY  SWADRON 

Toronto  Lawyer  and  architect  of 

Ontario’s  new  Mental  Health  Act 


Fm  one  of  those  who  supports  the  mental  health  laws  as  they  are. 
That  is,  involving  involuntary  hospitalization.  But  only  as  a last  resort. 
An  absolute  last  resort.  But  there's  no  indication  here  of  last  resort. 

To  talk  in  terms  of  compulsory  commitment  without  first  having  set 
the  stage  to  restrict  its  use  is  not  my  kind  of  legislation.  In  other 
words,  there's  no  suggestion  in  the  recommendation  that  they'll  have 
tried  all  kinds  of  voluntary  measures  before  taking  this  action. 

Until  1968  there  were  a number  of  provisions  in  the  old  Mental 
Hospitals  Act  (Ontario)  dealing  with  'habitues',  meaning  either  al- 
coholics or  drug  addicts.  Acting  on  a petition  by  oath  from  a relative 
or  friend,  a county  court  judge  could,  after  confirming  investiga- 
tion, commit  the  habitue  to  a mental  hospital  for  up  to  two  years. 
What  happened?  They'd  have  the  person  in  there  maybe  a month. 
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NINE  OPINIONS 


and  he'd  be  all  dried  out,  functioning  normally.  And  he'd  have  to 
stay  there  two  years.  Probably  the  last  22  or_23  months  of  his  con- 
finement amounted  to  pure  detention. 

The  report  uses  the  word  'experiment'.  If  it's  to  be  an  experiment, 
I don't  like  it.  I don't  think  compulsory  detention  should  be  a part 
of  any  experiment. 

■j 

You  know,  if  it's  going  to  help  someone  I'm  not  against  compulsory 
detention  and  treatment.  I'm  not.  But  I'd  like  to  put  about  2,000 
questions  to  this  recommendation. 

If  this  (pages  135,  136  and  137  of  the  report)  is  all  they  have  on 
this,  it's  hardly  a design  for  new  legislation.  I couldn't  even  debate  it, 
because  it  doesn't  tell  me  enough.  It  seems  to  me  they  should  write 
a book  on  these  few  paragraphs,  and  then  maybe  we  could  assess  it. 
I don't  even  see  enough  here  to  justify  a pilot  project.  There  should 
first  be  some  sort  of  comprehensive  thesis  on  workability. 

As  for  the  footnote  suggesting  that  the  same  process  might  eventually 
be  applied  to  alcoholics  as  well,  I don't  like  that  at  all.  There  are 
just  too  many  of  them.  The  possibilities  of  abuse!  Even  if  it  were 
specified  that  they  must  be  causing  some  kind  of  disturbance. 

I know  all  kinds  of  alcoholics.  Judges.  Lawyers.  Businessmen.  They 
function  well.  Surely  this  kind  of  classifying  of people  has  to  be  related 
to  function. 

I think  that  footnote  is  indefensible.  A Imost  a casual  mention,  tacked 
on  in  that  manner.  It's  like  writing  a postcard  from  the  Bahamas 
saying  you're  having  a lovely  time  and  the  weather's  great,  and  then 
saying,  PS.  Incidentally,  the  fourth  World  War  started  today'. 
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THE  LE  DAIN  RECOMMENDATION 


While  we  do  not  see  how,  as  a practical  matter,  we  can  withdraw  at  this 
time  from  the  use  of  the  criminal  law  against  the  user  of  opiate  narcotics, 
we  are  not  in  favour  of  introducing  long  periods  of  civil  commitment. 
We  do  not  believe  that  the  results  obtained  elsewhere  with  this  approach 
justify  the  extended  deprivation  of  liberty  in  cases  in  which  there  has 
not  been  a criminal  conviction.  We  do  believe,  however,  that  there  is  a 
strong  case  to  be  made  for  the  use  of  compulsory  confinement  for  a short 
time  to  oblige  the  opiate  dependent  to  confront  his  situation  and  to  consider, 
in  an  atmosphere  in  which  he  is  free  from  the  pressures  of  “hustling” 
in  the  illicit  market  and  has  access  to  good  diagnosis  and  advice,  whether 
he  desires  to  pursue  one  of  the  treatment  or  management  options  open 
to  him. 

We  recommend  that  provincial  legislation  confer  power  on* police  officers 
to  bring  any  person  whom  they  have  reasonable  and  probable  grounds 
for  believing  to  be  dependent  on  opiate  narcotics  before  a magistrate, 
in  order  that  it  may  be  determined,  upon  prima  facie  evidence,  whether 
the  person  should  be  committed  to  custody  for  medical  examination  for 
a period  up  to  seventy-two  hours.  If  the  person  is  found  to  be  drug- 
dependent,  the  examining  physician  and  another  physician  who  confirms 
the  diagnosis  should  have  power  to  commit  the  person  to  a residential 
treatment  facility  for  a period  of  not  less  than  one  month  and  not  more 
than  three  months.  The  purpose  of  such  confinement  would  be  to  permit 
further  examination  and  observation  of  the  drug-dependent  person,  to 
permit  him  to  confront  his  situation  and  to  consider  the  various  treatment 
or  management  options  open  to  him,  and  to  afford  an  opportunity  for 
a commencement  of  treatment  including  extended  detoxification,  the 
technique  of  the  therapeutic  community  or  stabilization  on  methadone 
maintenance.  The  chief  purpose  would  be  to  acquaint  the  patient  with 
the  possibilities  of  treatment,  to  encourage  him  to  decide  in  favour  of 


some  course  of  treatment,  and  to  begin  the  treatment  process.  If,  at  the 
end  of  the  stipulated  period,  the  patient  refuses  to  follow  a course  of 
treatment  he  should  be  discharged.... 

For  the  present,  we  would  confine  this  experiment  to  cases  of  opiate 
dependence....* 

The  goal  would  be  to  replace  the  initial  compulsion  as  soon  as  possible 
by  voluntary  acceptance  of  and  response  to  treatment. ...While  being 
obliged  to  confront  his  situation  with  the  assistance  of  expert  advice,  the 
opiate-dependent  person  should  be  encouraged  to  involve  himself  in  the 
decision  process.  Ultimately  the  choice  of  whether  to  pursue  the  particular 
course  of  treatment  must  be  his.  We  would  not  be  in  favour  of  compelling 
acceptance  of  a particular  course  of  treatment  or  management,  such  as 
methadone  maintenance  or  the  administration  of  an  opiate  antagonist,** 
although  we  recognize  that  once  compulsion  is  used  the  options  available 
to  the  opiate-dependent  person  may  necessarily  have  this  tendency  in 
some  cases.... 

We  do  not  recommend  the  use  of  compulsion  in  non-criminal  cases  for 
purposes  of  education  or  indoctrination  of  persons  engaged  in  the 
occasional  use  of  drugs  for  non-medical  purposes,  particularly  where  the 
drugs  do  not  have  a significant  dependence-producing  potential.  We  would 
see  no  point,  for  example,  in  the  use  of  a non-criminal  form  of  compulsion 
for  such  purposes  in  the  case  of  the  occasional  use  of  hallucinogens  or 
the  volatile  solvents.... 


*It  could,  however,  also  be  applied  to  cases  of  alcoholism,  although  as  indicated 
earlier  there  is  presently  provision  in  some  of  the  provinces  for  the  exercise 
of  a non-criminal  law  form  of  control  in  such  cases. 

**The  chief  reason  in  the  case  of  methadone  maintenance  is  the  seriousness  of 
the  decision  to  continue  and  confirm  a form  of  opiate  dependence,  and  in 
the  case  of  an  antagonist,  the  risk  that  such  treatment  may  interfere,  in  an 
emergency,  with  the  use  of  an  opiate  narcotic  for  the  relief  of  pain. 


CAFFEIME  BEVERAGES 
AND  THEIR  EFFECTS 


Because  or  in  spite  of  their  public  popularity,  caffeine  beverages  have 
been  the  target  of  a long  line  of  critics.  Victorian  and  Edwardian  physicians 
often  attributed  almost  unmentionable  evils  to  tea  and  coffee  drinking 
and  yet  regarded  with  equanimity  drugs  that  more  recently  have  been 
the  subject  of  hysteria.  A popular  turn-of-the-century  medical  text  ex- 
pounded: 

We  have  seen  several  well-marked  cases  of  coffee  excess. ...The  suf- 
ferer is  tremulous  and  loses  his  self-command;  he  is  subject  to  fits 
of  agitation  and  depression;  he  loses  color  and  has  a haggard 
appearance.  The  appetite  falls  off,  and  symptoms  of  gastric  catarrh 


Dr.  Gilbert  is  a scientist  in  the  psychological  laboratory  at  the  Addiction  Research  Founda- 
tion. This  paper  with  full  references  is  available  from  the  author. 


may  be  manifested.  The  heart  also  suffers;  it  palpitates,  or  it  inter- 
mits. As  with  other  such  agents,  a renewed  dose  of  the  poison  gives 
temporary  relief,  but  at  the  cost  of  future  misery. 

Tea  can  produce,  according  to  the  same  text, 

a strange  and  extreme  degree  of  physical  depression.... A grievous 
sinking  may  seize  upon  the  sufferer. ..the  speech  may  become  vague 
and  weak.  By  miseries  such  as  these,  the  best  years  of  life  may 
be  spoilt. 

By  contrast,  the  text  continued, 

opium  is  used,  rightfully  or  wrongly,  in  many  oriental  countries, 
not  as  an  idle  or  vicious  indulgence,  but  as  a reasonable  aid  in 
the  work  of  life.  A patient  of  one  of  us  took  a grain  (60  milligrams) 
of  opium  in  a pill  every  morning  and  every  evening  for  the  last 
15  years  of  a long,  laborious,  and  distinguished  career.  A man  of 
great  force  of  character,  concerned  in  affairs  of  weight  and  of 
national  importance,  and  of  stainless  character,  he  persisted  in  this 
habit,  as  being  one  which  gave  him  no  conscious  gratification  or 
diversion,  but  which  toned  and  strengthened  him  for  his  delibera- 
tions and  engagements. 

In  1864,  a Dr.  Anstie,  reporting  his  study  of  50  persons  drinking  excessive 
amounts  of  coffee  and  tea,  worried  about  the  possibly  deleterious  effects 
of  coffee  on  the  heart.  A century  later,  the  same  concern  is  being  voiced. 
The  Boston  Collaborative  Drug  Surveillance  Program,  involving  eight 
hospitals  (including  two  in  London,  Ontario),  collates  information  about 
each  newly-admitted  patient’s  prior  use  of  all  kinds  of  drugs,  including 
pharmaceuticals,  coffee,  tea,  alcohol,  and  other  drugs  of  abuse.  The  Pro- 
gram’s reports  suggest  that  coffee  drinking  increases  the  risk  of  acute 
mycardial  infarction  (in  which  a heart  attack  occurs  because  a piece  of 
heart  muscle  dies  as  a result  of  blockage  of  its  blood  supply).  Drinking 
six  or  more  cups  a day  more  than  doubles  the  risk.  Tea  drinking,  according 
to  the  reports,  may  actually  reduce  the  risk  of  heart  attack. 

The  validity  of  the  Boston  data  is  being  earnestly  debated  in  the  scientific 
literature.  Less  in  doubt  is  the  likely  involvement  of  caffeine,  should  a 
relationship  between  coffee  drinking  and  heart  disease  be  substantiated. 

Caffeine— What  It  Is 

The  word  caffeine  has  its  origin,  via  Turkish  and  Dutch,  in  the  Arabic 
word  gawah,  which  once  meant  wine.  The  substance  is  one  of  a class 
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of  alkaloids  known  as  xanthines.  In  its  pure  hydrated  form,  caffeine  is 
a white,  powdery  solid  resembling  cornstarch,  exceedingly  bitter  to  the 
taste  and  slightly  soluble  in  water  (one  part  in  50).  First  isolated  in  1820, 
caffeine  can  be  synthesized  from  dimethyl  urea  and  malonic  acid,  but 
is  usually  extracted  from  vegetable  products— most  especially  tea  leaves 
and  coffee  beans,  both  of  which  contain  about  1.5  percent  caffeine,  tea 
leaves  usually  yielding  a larger  proportion. 

Caffeine  Beverages 

As  prepared,  however,  coffee  usually  contains  more  caffeine  than  tea, 
although  estimates  of  typical  amounts  vary  widely  and  overlap  considera- 
bly. The  average  cup  of  percolated  coffee  is  believed  to  contain  100-150 
mg  of  caffeine.  A cup  of  tea  may  contain  as  much  as  110  mg  caffeine 
but  50-75  mg  is  a more  typical  amount.  Tea  also  contains  a substantial 
proportion  of  another  xanthine,  theophylline— a drug  that  is  known  to 
dilate  coronary  vessels,  thus  antagonizing  one  of  the  well-known  effects 
of  caffeine— contracting  blood  vessels— and  possibly  providing  a basis  for 
the  apparently  beneficial  effect  of  tea  drinking  upon  the  heart  that  was 
found  in  the  Boston  Program’s  survey. 

Instant  coffee  usually  has  a lower  caffeine  content  per  cup  than  coffee 
prepared  from  the  bean.  Normally  about  30  percent  of  the  coffee  bean, 
including  most  of  the  caffeine,  can  be  dissolved  in  near-boiling  water. 
(Coffee  experts  claim  that  dissolving  22  percent  of  the  bean— as  happens 
with  filtration  methods— makes  the  best  coffee.  Dissolving  more— as  often 
happens  with  percolation  methods— gives  the  coffee  a bitter  taste.)  By 
hydrolizing  the  roasted  bean,  instant  coffee  makers  can  increase  its  solubil- 
ity to  about  50  percent.  In  this  way  it  is  possible  that  one  pound  of  coffee 
beans  gives  rise  to  45  cups  of  coffee  made  by  the  filtration  method,  each 
containing  150  mg  caffeine,  or  60  cups  of  perked  coffee,  each  containing 
110  mg  caffeine,  or  100  cups  of  instant  coffee,  each  containing  70  mg 
caffeine.  By  comparison,  a pound  of  tea  is  usually  made  into  about 
140  cups  of  the  beverage— hence  the  lower  caffeine  concentration  per 
cup  compared  with  coffee,  even  though  tea  leaves  usually  contain  more 
caffeine  than  coffee  beans. 

Many  soft  drinks  contain  substantial  amounts  of  caffeine.  In  fact,  the 
Canadian  federal  government  requires  that  “cola”  drinks  sold  in  this 
country  contain  caffeine,  although  not  more  than  200  parts  per  million, 
or  approximately  57  mg  per  10-ounce  can.  Pepsi-Cola  actually  contains 
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about  25  mg/ 10  oz.  and  Coca  Cola,  43  mg/ 10  oz.  The  difference  might 
be  taken  to  support  the  claim  by  the  manufacturer  of  Coke  that  it  provides 
“the  real  thing.”  (The  real  thing  originally  was  cocaine,  which,  prior  to 
1906,  was  Coke’s  main  psychotropic  agent.) 

Because  of  their  cocoa  origin,  chocolate  bars  contain  caffeine— about  25 
mg  per  10-cent  bar.  Thus,  a 70-lb.,  10-year-old  kid  who  consumes  four 
bottles  of  Coke  and  three  chocolate  bars  a day  could  be  ingesting  more 
caffeine  per  kilogram  than  a 170-lb  man  whose  daily  liquid  intake  includes 
seven  cups  of  coffee. 

Caffeine  Consumption 

An  unknown  amount  of  caffeine  is  consumed  as  the  main  or  a subsidiary 
ingredient  of  a number  of  prescription  and  non-prescription  drugs.  Some 
is  consumed  as  chocolate  and  other  solid  chocolate  products.  Most  con- 
sumption, however,  is  in  the  form  of  caffeine  solutions  of  the  kind  described 
above:  tea,  coffee,  and  soft  drinks.  Reliable  consumption  data  exist  only 
for  tea  and  coffee. 

Piecing  together  information  from  the  Pan-American  Coffee  Bureau,  the 
Canada  Year  Book,  and  the  A.R.F.’s  Ontario  Drinking  Survey,  it  is  possible 
to  arrive  at  the  following  picture  of  coffee  drinking  by  Ontario  residents 
aged  15  or  over.  Average  consumption  is  2.6  cups  per  day,  about  half 
of  the  cups' being  instant  coffee.  Nearly  a quarter  of  this  population  never 
drinks  coffee,  but  more  than  18  percent  drinks  five  or  more  cups  per  day, 
and  2.5  percent  drinks  10  or  more  cups  per  day.  Most  coffee  is  drunk 
by  the  35-39  age  group  (about  3.5  cups  per  day)  and  least  by  teenagers 
and  the  over-75s. 

Average  tea  consumption  is  1.9  cups  per  day,  with  over  40  percent  of 
the  population  abstaining  (although  only  eight  percent  abstain  from  both 
tea  and  coffee).  Tea  consumption  increases  with  age,  most  (2.5  cups  per 
day)  being  drunk  by  the  over-75s.  Nearly  28  percent  of  the  Ontario  adult 
population  drinks  the  caffeine  equivalent  of  five  or  more  cups  of  coffee 
each  day,  in  the  form  of  either  tea  or  coffee. 

Ontario’s  mean  coffee  and  tea  consumption  is  similar  to  that  for  Canada 
as  a whole,  but  there  are  considerable  differences  between  provinces. 
Generally  more  tea  is  drunk  as  you  go  from  west  to  east  and  more  coffee 
as  you  go  from  east  to  west.  Similar  geographical  differences  seem  to 
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occur  in  the  U.S.,  where  average  coffee  consumption  is  believed  to  be 
nearly  four  cups  per  day.  Average  tea  consumption  in  Britain  is  known 
to  be  more  than  four  cups  per  day.  In  all  three  countries  women  drink 
more  coffee  than  men  and  considerably  more  tea. 

Psychotropic  Effects  of  Caffeine 

Although  caffeine’s  effect  on  the  heart  is  still  open  to  question,  there  are 
effects  on  human  behavior  that  have  been  confirmed  experimentally.  A 
series  of  five  studies  conducted  at  California’s  Stanford  University  in  the 
1960s  indicated  that  caffeine  in  coffee  both  prevented  and  disturbed  sleep, 
and  elevated  mood  but  not  performance.  It  also  caused  characteristic 
dysphoric  symptoms  such  as  irritability,  inability  to  work  effectively,  ner- 
vousness, restlessness,  lethargy,  and  headache  when  taken  by  non-users, 
or  not  taken  by  regular  users.  This  last  effect  qualifies  as  a withdrawal 
syndrome  and  occurred  when  subjects  who  regularly  drank  five  or  more 
cups  of  coffee  each  day  were  deprived  of  caffeine.  Such  drug  dependence 
may,  according  to  the  consumption  estimates  given  earlier,  be  a condition 
of  as  many  as  a million  Ontario  adults. 

An  important  1962  review  of  caffeine  and  amphetamine  effects  described 
both  drugs  as  relatively  benign,  with  amphetamines  being  less  costly  in 
terms  of  side  effects.  Amphetamines  are  now  restricted  drugs  in  most 
countries,  on  account  of  the  behavioral  effects  that  accompany  continuous, 
excessive  use.  For  decades  they  were  used  chronically  in  small  quantities  in 
many  countries  for  weight  control,  narcolepsy,  and  hyperkinesis,  with  few 
reports  of  abuse.  Clearly,  inevitable  dose  escalation  is  not  a consequence 
of  amphetamine  use.  However,  some  users,  initially  taking  an  amphetamine 
drug  for  weight  control  or  another  useful  purpose,  began  gulping  down 
handfuls  of  the  tablets  instead  of  the  prescribed  one  or  two,  experiencing 
at  first  the  various  euphoric  effects  that  characterize  moderate  doses,  and 
exhibiting  the  common  symptoms  of  amphetamine  use,  including  sweating 
and  garrulousness.  The  mechanisms  of  dose  escalation  are  not  clear  but 
the  voguish  nature  of  excessive  use  suggests  that  social  factors  play  a large 
part. 

Is  caffeine  likely  to  follow  a similar  pattern?  Probably  not,  for  although 
consumption  seems  to  be  rising  slowly,  the  drug  is  sufficiently  cheap  and 
sufficiently  institutionalized  that  major  changes  in  consumption  charac- 
teristics seem  unlikely.  Very  excessive  caffeine  use  has  been  reported,  how- 
ever, in  isolated  cases. 
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The  fatal  dose  of  calfeine  is  given  as  10  grams  or  approximately  100  cups 
of  coffee,  although  a single  dose  of  3.2  grams,  or  about  60  mg/kg,  has 
been  known  to  kill.  There  is  a well-documented  case  of  a woman  who 
drank  15-18  cups  of  coffee— equivalent  to  about  40  mg/kg  caffeine— each 
day  for  at  least  six  months  and  survived.  She  had  lost  20  pounds  and 
complained  of  a chronic  low  grade  fever,  with  flushing,  irritability,  insom- 
nia (for  which  she  took  phenobarbital  each  night),  conjunctival  irritation, 
and  cramps  in  the  stomach  and  extremities.  The  fever  began  30  minutes 
after  she  began  drinking  at  eight  o’clock  each  morning  and  subsided  during 
the  evening-some  hours  after  she  stopped  drinking  coffee  at  4:00  p.m.— 
when  she  left  for  her  evening  shift  as  a waitress.  Fever  ceased  when  she 
entered  hospital,  where  only  one  cup  per  day  was  available.  Interestingly 
enough,  she  exhibited  no  apparent  withdrawal  symptoms.  However,  they 
may  have  been  disguised  because  of  her  use  of  nicotine  and  phenobarbital. 

The  report  concluded  that  “Caffeinism  is  said  to  be  current  among  intellec- 
tual workers,  actresses,  waitresses,  nocturnal  employees,  and  long-distance 
automobile  drivers.  Illness  otherwise  unexplained  may  be  caused  by  exces- 
sive ingestion  of  the  xanthine  alkaloids,  including  those  in  coffee,  tea, 
cocoa,  and  those  in  some  popular  beverages.” 

Caffeine  and  Abnormal  Behavior 

There  are  at  least  three  ways  in  which  even  much  lower  consumption 
levels  might  contribute  to  abnormal  or  undesirable  behavior.  Hardly  any 
clinical  data  are  available,  hence  the  following  account  is  especially  specu- 
lative. 

First,  the  direct  effects  of  caffeine  may  be  of  concern.  Caffeine-induced 
sleeplessness  is  likely  a widespread  condition  that  contributes  to  irritability 
and  relative  ineffectiveness.  There  may  be  more  subtle  effects  upon  every- 
day behavior.  In  preliminary  work  with  rats  I have  found  that  caffeine 
causes  much  more  frequent  switching  between  various  behaviors,  al- 
though the  total  output  of  any  one  behavior  is  hardly  affected  by  the 
drug.  Translated  into  human  terms,  this  might  suggest  a caffeine-induced 
restlessness,  an  inability  to  stay  with  one  activity,  an  unprofitable  mobility 
that  may  be  attenuated  only  by  the  tiredness  caused  by  the  previous  night’s 
lack  of  sleep. 

The  second  deleterious  effect  of  caffeine  could  arise  indirectly,  from  the 
drugs  that  are  taken  to  combat  the  effects  of  caffeine.  The  use  of  tranquil- 
lizers is  increasing  at  a higher  rate  than  that  of  any  other  drug  prescribed 
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in  Canada.  They  are  also  now  the  major  cause  of  poisoning,  as  presented 
to  hospitals.  It  could  be  that  caffeine  effects  are  themselves  a substantial 
cause  of  tranquillizer  consumption,  perhaps,  too,  of  barbiturate  consump- 
tion and  its  concomitant  vicious  dependence. 

The  third,  and  perhaps  most  insidious,  effect  of  caffeine  is  the  effect  of 
its  withdrawal.  Many  early  morning  blues  are  quite  likely  caffeine  with- 
drawal symptoms.  Inability  to  rise,  the  empty  feeling  behind  the  eyes, 
irritability,  headache,  and  fragility  are  all  relieved  by  caffeine,  but  only 
at  the  cost  of  staying  on  the  drug.  Often  too  little  may  be  self-administered 
and  the  withdrawal  state  may  persist  into  the  working  day,  at  least  until 
the  coffee  machine  can  be  encountered.  My  own  studies  with  rats  have 
shown  that  the  aftereffects  of  caffeine  on  behavior  (i.e.,  the  withdrawal 
effects)  are  much  more  profound  than  the  direct  effects  of  the  drug,  even 
after  one  day’s  self-administration. 

Caffeine  As  a Therapeutic  Agent 

In  common  with  most  other  drugs  of  abuse,  caffeine  has  extensive  thera- 
peutic use.  It  is  administered  parenterally  as  a mild  respiratory  stimulant, 
especially  in  cases  of  morphine-induced  depression.  Above  all,  how- 
ever, it  occurs  as  the  main  or  one  of  the  components  of  patent  medicines 
that  claim  to  provide  stimulation  or  headache  relief.  A surprising  number 
of  headache  and  migraine  pills  contain  caffeine,  the  rationale  being  that 
the  drug  has  a beneficial  vasoconstrictor  effect  on  cerebral  blood  vessels. 
However,  it  should  be  observed,  too,  that  headache  is  a conspicuous 
symptom  of  caffeine  withdrawal,  and,  as  such,  is  relieved  by  caffeine. 

Stimulant  drugs  are  used,  paradoxically,  to  calm  hyperactive  children. 
There  is  much  criticism  of  the  prevalence  of  this  practice,  but  there  do 
seem  to  be  some  children,  probably  brain-damaged,  for  whom  no  other 
form  of  control  is  currently  available.  In  an  attempt  to  avoid  annoying 
side  effects  of  the  commonly  used  amphetamines,  an  experiment  was 
conducted  recently  in  which  coffee  was  substituted.  Two  cups  per  day 
were  found  to  be  sufficient  to  calm  each  of  1 1 hyperkinetic  children. 

It  appears  that  an  unusually  high  proportion  of  hyperkinetic  children  drink 
coffee.  When  asked  why,  the  children  reply,  “It  calms  me  down”  or  “I 
can  do  better  at  school.”  Such  self-medication  may  account  for  a small 
part  of  the  unknown,  but  certainly  large,  amount  of  caffeine  consumed 
by  children  in  the  form  of  cola  drinks  and  chocolate  products.  Most  young 
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consumers  of  caffeine,  however,  are  likely  not  correcting  for  brain  dysfunc- 
tion. They  eat  and  drink  caffeine  because  the  drug  is  acceptable,  available, 
palatable,  and  attractively  packaged.  They  may  also  be  taking  caffeine 
because  they  have  become  dependent,  because  not  having  a soft  drink 
induces  an  unpleasant  withdrawal  condition.  It  is  possible  that  caffeine 
withdrawal  may  be  the  cause  of  some  of  the  problem  behavior  that  responds 
to  stimulants.  It  is  probable  that  a childhood  dependence  on  caffeine  in 
the  form  of  cola  or  chocolate  becomes  translated  into  an  adult  dependence 
on  coffee  or  tea. 

Caffeine  and  Alcohol 

It  is  commonly  believed  that  caffeine  is  a useful  drug  for  combating  the 
effects  of  alcohol.  The  sophisticated  reply,  however,  is  that  a cup  of  coffee 
taken  after  six  vodkas  produces,  not  the  familiar  sleepy  and  therefore 
manageable  drunk,  but  a dangerous  being  called  a ‘wide-awake  drunk’. 

Recent  animal  data  suggest  a different  tactic,  that  of  drinking  the  coffee 
before  the  alcohol  is  consumed.  Rats  given  a caffeine  solution  to  drink 
15  minutes  before  oral  administration  of  alcohol  showed  substantially  lower 
blood-alcohol  levels  than  rats  given  similar  doses  of  both  drugs  simul- 
taneously or  with  the  alcohol  first.  The  effect  arises  apparently  because 
caffeine  relaxes  gastric  musculature,  slowing  down  the  passage  of  ethanol 
from  the  stomach  to  the  small  intenstine,  where  most  ethanol  is  absorbed. 

Somewhat  disappointingly,  however,  drinking  coffee  before  drinking  al- 
cohol could  have  the  effect  of  causing  more  alcohol  to  be  consumed, 
especially  if  the  drinker  is  undernourished.  In  a recent  study,  rats  fed 
what  was  described  as  a “marginal  teenage  diet”  drank  more  than  four 
times  as  much  of  a 10  percent  alcohol  solution  as  rats  fed  a balanced 
diet.  When  caffeine  was  added  to  the  teenage  diet,  alcohol  consumption 
quadrupled  again. 

Drug  of  Concern 

Although  mild  in  many  of  the  consequences  of  its  use,  caffeine  qualifies 
as  a drug  of  concern  largely  on  account  of  its  prevalence.  Certain  insidious 
relations  with  manifestly  more  harmful  drugs  have  also  been  hinted  at. 
Caffeine  may  provide  a useful  model  for  the  study  of  variables  in  the 
development  and  maintenance  of  drug  dependence,  because  its  use  is 
largely  uncomplicated  by  the  opprobrium  that  is  usually  attached  to  psy- 
chotropic drugs. 
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DRUG  ADDKnOMAND 
INDIVIDUAL  GROWTH 

by  Robert  Haymond 


Addiction,  though  not  necessarily  of  the  socially  deviant  kind,  is  a fairly 
widespread  phenomenon  within  our  culture— within  the  intimately  obser- 
vable or  actually  experienced  realm  of  more  than  just  that  growing  handful 
of  people  using  hard  drugs. 

One  dictionary  definition  of  addiction  is  “habitual  inclination;  bent.” 
(Funk  & Wagnalls,  1970).  But  this  concept  of  the  word  encompasses  habits. 


Mr.  Haymond  is  a graduate  student  in  the  department  of  educational  psychology  at  the 
University  of  Alberta.  During  the  middle  sixties  he  lived  on  the  street  and  in  the  drug 
culture. 


obsessions,  compulsions,  and  even  interests.  From  an  applied  point  of 
view  it  is  a useless  definition,  for  it  is  too  non-specific.  On  the  other  hand, 
it  does  suggest  that  the  concept  of  addiction  is  not  reserved  for  application 
to  social  deviants  alone. 


Jerome  Jaffe,  former  director  of  a United  States  Special  Action  Office 
for  Drug  Abuse  Prevention,  has  stated  that  “ ‘Addiction’  usually  means 
that  getting  and  taking  the  drug  prevades  the  user’s  entire  life.”  Here 
the  definition  of  addiction  is  narrowed  down  to  mean  drugs  only.  But 
Jaffe  went  on  to  say  in  his  article  for  Psychology  Today:  “Thus  there 
is  no  sharp  line  that  divides  the  user  from  the  compulsive  user— addiction 
is  only  an  extreme  on  a behavioral  continuum.”  Jaffe  implies  that  drug 
addiction,  in  its  milder  forms,  is  not  confined  to  social  deviants  only.  He 
does  not  mention,  however,  the  potentially  addictive  hazards  that  could 
come  with  the  overuse  of  coffee,  tea,  cocoa,  cola,  or  nicotine.  It  is  worthwhile 
to  emphasize,  nonetheless,  that  normal  people  regulary  imbibe  substances 
containing  addictive  properties,  without  them  warranting  any  of  the  hos- 
tility, legal  repression,  or  social  condemnation  generally  meted  out  to  users 
of  illegal  drugs.  This  is  due  to  the  fact  that  such  drugs  have  become 
domesticated  in  our  society.  The  distinction  between  deviant  and  normal 
use  of  addictive-type  drugs  is  important  to  keep  in  mind,  for  otherwise 
the  addict  will  continue  to  be  looked  down  upon  by  others  as  a complete 
freak  or  non-human.  The  therapist,  especially,  must  realize  that  he  is 
dealing  with  a human  being  who  is  expressing  symptoms  of  behavior 
which  are  in  many  ways  common  to  the  behavior  of  most  people  in  our 
society,  but  are  unacceptable  due  to  their  extreme  and  specifically  deviant 
nature. 


The  physiological  aspect  of  drug  addiction  is  usually  emphasized  ia  most 
studies.  But  Jaffe  notes  that  “...it  seems  that  the  hunger  is  not  ended  merely 
by  withdrawing  the  drug,  but  seems  to  persist  long  after  the  measurable 
signs  of  withdrawal  are  gone.”  It  is  my  opinion  that  addiction  cannot 
be  understood  until  the  psychological  dimensions  of  the  addictive  act, 
as  well  as  the  physiological  ones,  are  comprehended.  If  the  term  ‘addiction’ 
is  used  in  the  larger  sense  of  the  word,  and  not  merely  with  reference 
to  drugs,  it  is  quite  possible  to  consider  people  who  become  psychologically 
addicted  (dependent)  to  something  without  having  any  acute  physiological 
changes  take  place,  at  least  as  a primary  phenomenon,  as  in  the  case 
of  the  habitual  gambler. 
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There  has  been  a notorious  lack  of  success  in  dealing  with  drug  addicts 
in  therapy  and  this  will  continue,  no  doubt,  until  the  nature  of  the  addictive 
act  becomes  more  fully  understood.  This  paper,  however,  will  emphasize 
only  one  of  the  two  aspects  of  addiction— the  psychological  one.  I base 
my  facts  and  theories  not  only  on  other  people’s  research  and  literature, 
but  also  on  my  own  experiences  of  living  in  the  drug  culture  of  the  1960s 
in  North  America  and  Europe,  both  beatnik  and  hippie  variety. 

Addiction  is  a concept  which  describes  certain  types  of  behavioral  patterns 
of  human  beings.  Addiction  always  involves  a process  of  doing  some- 
thing—an  act  and  not  just  a thought  process— not  just  thinking  about  doing 
something.  In  the  case  of  socially  deviant  addiction  it  is  also  a culturally 
specific  term,  for  the  addictive  act  must  then  always  run  counter  to  the 
lifestyles  accepted  by  the  prevailing  dominant  society.  The  remainder  of 
this  definition  must  be  considered  in  that  light,  that  it  is  a definition  of 
socially  deviant  addiction.  It  must  be  remembered  that  each  of  the  following 
symptoms  may  not  be  present  in  every  case  of  addiction.  They  should 
be  regarded,  rather,  as  a cluster  of  symptoms  which  describe  the  charac- 
teristics of  the  addict. 

Development  of  addiction,  in  the  dynamic  sense,  includes  the  following 
interrelated  traits:  continual  repetition;  major  focus  of  the  individual 
lifestyle;  self-justification;  disembodiment  of  the  original  need  or  reason 
for  involving  oneself  in  the  act;  loss  of  control  over  the  act. 

A static  picture  of  the  addict  at  the  actual  time  of  addiction  involves  the 
following  traits:  the  social  isolation  from  all  people  except  other  addicts 
of  the  same  kind;  the  deep  psychological  isolation  from  nearly  everybody, 
with  some  variance  according  to  the  nature  of  the  addiction;  the  damaging 
psychological  correlates  of  the  act  itself,  primary  in  the  case  of  certain 
types  of  addiction. 

This  whole  definition  needs  some  elaboration,  starting  with  the  statement 
that  “Addiction  is  a concept....”  This  implies  that  addiction  means  a unique 
behavioral  pattern,  a particular  way  of  dealing  with  life.  And  then,  one 
must  be  addicted  to  something,  be  it  a drug,  alcohol,  or  gambling,  etc. 
It  is  always  used  in  the  sense  of  acting  out  something  rather  than  thinking 
about  something.  For  instance,  thinking  continually  about  shooting  heroin 
would  be  classed  as  obsessional,  perhaps,  whereas  doing  it  would  likely 
be  an  addiction. 
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Besides  the  gross  number  of  addictive  phenomena  which  are  found  in 
‘normal’  society,  it  is  interesting  to  consider  the  obverse  side  of  the  coin- 
addictions  which  are  deviant  in  our  society  but  normal,  and  possibly  not 
even  an  addiction,  in  other  cultures.  Indians  who  live  high  in  the  Andes 
Mountains,  for  example,  chew  cocoa  leaves  as  a regular  source  of  suste- 
nance. As  Edward  Brecher  notes  in  his  book.  Licit  and  Illicit  Drugs,  “Far 
from  suffering  disaster,  they  have  managed  through  the  centuries  to  survive 
the  rigors  of  an  incredibly  harsh  mountain  environment,  to  the  continuing 
amazement  of  European  visitors.  Nor  do  the  Andean  leaf-chewers  appear 
to  become  addicted;  on  moving  down  to  ordinary  altitudes,  many  of  them 
give  up  their  cocoa  without  apparent  hardship.”  In  our  society,  of  course, 
there  are  severe  penalties  for  selling,  or  even  using,  the  extract  of  the 
cocoa  leaf,  cocaine,  except  in  the  restricted  medical  sense. 

The  first  characteristic  in  the  development  of  addiction  is  its  repetitious 
nature.  Says  Brecher  “This  usually  involves  daily  thieving,  the  sale  to 
a ‘fence’  or  to  beer  parlor  habitues. ..of  the  goods  he  has  stolen,  the  locating 
of  the  drug  peddler,  negotiating  for  his  supply,  then  the  actual  securing 
of  the  drugs  at  a designated  time  and  place,  followed  by  the  locating 
of  a presumably  secure  place  where  he  can  inject  his  drugs  and  rest  and 
relax  for  several  hours  after  the  injection.  He  may  take  his  last  injection 
of  the  day  at  midnight,  having  in  reserve  a supply  for  his  first  ‘fix’  the 
following  morning  on  awakening.  A program  such  as  this  keeps  the  addict 
busy  all  day.  He  has  no  time  for  boredom.  He  has  barely  time  enough 
after  each  injection  to  enjoy  the  effects  before  he  may  have  to  start  another 
phase  of  this  cycle.  In  other  words,  the  addict  now  has  a job,  a full-time 
job....” 

This  naturally  leads  to  the  second  addictive  symptom,  that  the  object  of 
addiction  becomes  the  major  focus  of  the  individual’s  lifestyle.  This  factor, 
illustrated  in  the  quote  above,  is  also  implied  by  William  Burroughs  as 
he  writes,  in  the  case  of  heroin  in  his  book  Naked  Lunch,  “The  more 
junk  you  use  the  less  you  have  and  the  more  you  have  the  more  you 
use.” 

The  third  characteristic  is  the  self-justifying  nature  of  the  addictive  act. 
“A  dope  fiend  is  a man  in  total  need  of  dope,”  states  Burroughs.  Here 
there  is  no  need  for  the  dope  addict  to  consciously  attempt  to  justify,  either 
to  himself  or  others,  what  he  is  doing,  for  absolute  need  needs  no  justifying. 
In  an  article  on  gambling  in  Psychology  Today,  psychologist  Jay  Livingston 
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writes  that  “regardless  of  how  successfully  he  manages  to  fool  himself, 
the  compulsive  gambler  gradually  builds  himself  into  a closed  system 
where  gambling  is  both  the  problem  and  the  only  solution.”  The  idea 
of  the  ‘closed  system’  in  addiction  is  another  way  of  saying  that  the  act 
needs  no  justifying  from  without. 

The  fourth  characteristic  is  the  disembodiment  of  the  original  need  or 
reason  for  involving  oneself  in  the  act.  One  could  try  heroin  or  the  amphe- 
tamines for  a multitude  of  reasons,  including  curiosity,  social  pressure, 
or  the  alleviation  of  pain,  either  physical  or  psychological.  But  as  the 
addict  continues  use  of  the  drug,  the  body’s  physiological  needs  change, 
as  well  as  his  psychological  needs,  and  eventually  the  drug  is  used  to 
prevent  the  debilitating  effects  of  both  physical  and  psychological  with- 
drawal. 

In  Fyodor  Doystoievski’s  remarkable  novel  entitled  The  Gambler,  Alexis 
Ivanovich,  the  narrator,  first  gambled  only  at  the  vehement  request  of 
the  lady  he  loved,  and  with  her  money,  in  order  to  win  more  money  for 
her.  And  this  man,  once  so  desperately  in  love,  on  reflecting  about  his 
first  trip  to  the  casino,  had  this  to  say:  “I  was  sorry  for  Polina,  I swear, 
but  it  was  a strange  thing— from  the  moment  I touched  the  roulette  table 
the  day  before  and  began  raking  in  piles  of  money,  my  love  seemed  to 
have  retreated  into  the  background.  I can  say  that  now;  but  then  I still 
had  not  seen  it  all  clearly.”  The  compulsive  gambler  that  Alexis  Ivanovich 
later  became  had  nothing  to  do  with  the  seemingly  harmless  reason  for 
gambling  which  he  first  had. 

The  fifth  characteristic,  loss  of  control  over  the  act,  is  well  illustrated  in 
a saying  in  hippie  circles  of  the  late  sixties:  “Never  trust  a speed  freak.” 
The  meaning  was  clear,  for  ultimately  it  was  thought,  a speed  freak  would 
do  almost  anything  to  attain  speed— steal  from  good  friends,  lie,  cheat, 
and  in  some  cases  do  violence  and  possibly  kill.  It  was  generally  understood 
that  a speed  freak  could  not  control  his  habit,  but  that  it  controlled  him. 

Another  illustration  of  this  same  symptom  is  written  by  Livingston  about 
the  compulsive  gambler:  “During  the  late  stages  of  the  compulsive 
gambler’s  career,  encapsulation  begins  to  take  place....  Although  he  can 
see  where  his  life  is  headed,  and  how  his  gambling  is  ruining  him,  his 
analysis  of  the  long  run  seems  to  have  no  effect  on  his  daily  life.  The 
typical  compulsive  gambler  in  fact  makes  daily  vows  to  quit:  ‘Hundreds 
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of  times  I resolved  to  stop  going  to  the  track  on  the  way  home....  Next 
day,  you  write  a check,  right  back  down  there  again.’  When  I asked  another 
GA  member  how  he  rationalized  going  back  to  the  track  after  vowing 
to  quit,  he  replied:  ‘I’d  forgotten.  It  never  entered  my  mind.  You  don’t 
think  of  that.’  ” 

Does  all  this  mean  that  an  addict  is  without  shame?  Not  exactly,  for  in 
certain  moments  he  will  have  temporary  spells  of  conscience,  and  despise 
himself  for  the  damage  he  has  perpetrated  upon  others,  and  even  upon 
himself— despair  over  his  lack  of  willpower,  for  instance.  But  even  these 
feelings  are  really  secondary  to  the  overpowering  need  to  get  on  with 
his  addiction.  Were  a therapist  to  visit  an  addict  at  such  a moment,  however, 
he  would  think  that  the  addict  had  a genuine  desire  to  stop  his  behavior. 
This  is  not  necessarily  the  case.  The  addict  might  be  conning  the  therapist 
and  once  he  has  gotten  what  he  wants  from  the  therapist,  he  will  not 
need  him  any  longer.  If  the  therapist  does  have  the  insight  to  find  the 
addict  out,  and  how  he  has  been  conned,  the  addict  is  likely  to  act  apologetic 
and  contrite.  But  what  he  is  most  sorry  about  is  not  that  he  betrayed 
a trust,  or  a promise,  but  that  he  himself  has  been  found  out.  It  is  as 
though  the  shame  or  guilt  surfaces  momentarily,  and  then  recedes  again, 
or  disappears.  An  addict  just  cannot  afford  the  luxury  of  guilt.  And  once 
he  does  satisfy  his  addiction  he  is  far  more  self-sufficient  than  the  ordinary 
person,  including  the  therapist  himself! 

A picture  of  an  addict,  seen  as  though  a photograph  were  taken  of  him 
once  he  was  well  into  his  addiction,  would  have  three  main  aspects.  The 
first  is  his  social  isolation  from  the  dominant  society.  Because  he  is  deviant, 
and  often  a criminal  as  well,  the  addict  is  forced  to  keep  to  his  own  kind. 
Since  he  has  only  one  major  interest,  his  only  lasting  acquaintances  can 
be  solely  those  with  the  same  kind  of  addiction.  He  may  know  other  people 
and  even  show  interest  in  them  and  their  interests,  but  the  relationship 
is  likely  to  be  exploitative. 

This  leads  to  facet  number  two,  the  psychological  isolation  of  the  addict. 
In  Naked  Lunch  Burroughs  writes:  “You  would  lie,  cheat,  inform  on  your 
friends,  steal,  do  ‘anything’  to  satisfy  total  need.  Because  you  would  be 
in  a state  of  total  sickness,  total  possession,  and  not  be  in  a position  to 
act  in  any  other  way.”  Here  possession  is  total,  and  the  physiological 
vector  becomes  absolutely  wedded  with  the  psychological.  Of  course,  the 
reader  would  find  this  to  be  logical  in  the  case  of  heroin,  which,  being  an 
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opiate,  is  also  a depressant.  But  what  about  other  types  of  addictions, 
especially  those  that  are  stimulating? 

In  terms  of  gambling,  Livingston  writes:  “As  the  quantity  of  potentially 
damaging  information  increases,  the  people  with  whom  the  gambler  once 
felt  somewhat  relaxed  must  now  be  excluded  from  more  and  more  areas 
of  his  life.  While  the  peer  group  may  still  reinforce  his  self-image,  it  can 
no  longer  serve  as  a source  of  confidants,  since  the  confidential  information  ' 
would  destroy  that  image.  The  deeper  into  the  gambling  spiral  a man 
gets,  the  greater  the  amount  of  information  he  must  conceal  from  everyone. 
Eventually  his  entire  self  becomes  vulnerable.” 


The  amphetamine  addict,  because  he  uses  an  out-and-out  stimulant,  pro- 
vides an  interesting  variation  to  other  types  of  addicts.  The  speed  freak 
generally  feels  the  need  to  talk  a great  deal,  although  there  are  times 
when  some  prefer  to  be  very  much  alone.  When  a speed  freak  needs 
someone  to  talk  to  he  will  walk  the  street  in  search  of  an  acquaintance, 
if  necessary,  or  call  a friend  on  the  telephone,  even  at  five  in  the  morning. 
He  lives  by  a different  clock.  But  talk  is  not  the  same  as  conversation 
and  speed  freaks,  continually  changing  their  object  of  attention,  seem 
mostly  interested  in  expressing  their  own  thoughts,  and  not  very  much 
interested  in  other  people’s.  Talk  itself  may  well  be  a camouflage. 

If  anyone  does  relate  to  a speed  freak,  however,  it  is  likely  another  speed 
freak.  Although  they  will  steal  from  one  another,  especially  for  speed, 
and  quickly  rationalize  their  way  out  of  feeling  guilty,  deep  friendships 
can  be  formed  based  on  mutual  and  desperate  experiences.  Sometimes 
these  friendships  outlast  the  addiction  itself;  most  often  they  are  transient. 
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The  third  area  in  the  picture  of  the  addict  is  the  physiological  correlate  i 
of  the  addictive  act.  Here  three  aspects  of  the  term  ‘physiological  correlate’ 
must  be  enunciated:  physiological  predispositions  to  addiction;  addiction 
as  a primary  cause  of  physiological  change;  addiction  as  a secondary'  cause 
of  physiological  change.  There  may  be  physiological  predispositions  to  j 
addiction,  just  as  there  are  likely  to  be  psychological  predispositions.  ! 
However,  little  or  nothing  seems  to  be  really  known  about  such  physiolo-  j 
gical  predispositions,  if,  in  fact,  there  are  any. 


Addiction  as  a primary  cause  of  physiological  change  is  when  the  addicting 
agent  directly  affects  the  metabolism  or  other  organic  processes  of  the  i 
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body.  The  body  slowly  adapts  to  the  new  substances  and  finally,  after 
a long  while,  the  body  actually  needs  this  substance  for  regular  consump- 
tion and  sustenance.  When  the  body  does  not  get  it,  the  individual  begins 
to  experience  severe  withdrawal  symptoms.  This  is  common  in  the  case 
of  heroin,  the  amphetamines,  alcohol,  and  tobacco. 

Addiction  as  a secondary  cause  of  physiological  change  means  whatever 
goes  along  with  the  particular  addiction  as  a normal  but  supplementary 
health  problem.  Dangerous  health  conditions  resulting  from  the  injections 
of  drugs  by  needles  include:  hepatitis,  abscesses  and  skin  infections,  throm- 
bosis of  veins,  and  less  commonly,  tetanus,  endocarditis,  and  malaria.  With 
the  exception  of  thrombosis  of  the  veins— more  commonly  known  as  col- 
lapsed veins,  stemming  from  the  injection  of  a needle  into  a specific  area 
of  the  vein  too  often— these  conditions  result  from  injection  with  unsterile 
needles. 

But  it  is  not  only  the  drug  addict  or  alcoholic  who  experiences  health 
problems.  The  gambler,  due  to  his  sleepless  nights,  unorthodox  schedule, 
and  high  tension,  is  not  immune  to  medical  difficulties,  either  aggravated 
or  induced  as  a secondary  characteristic  of  his  addiction.  Secondary  causes 
of  physiological  change  and  damage  should  be  considered  inevitable 
factors  adding  to  the  difficulties  of  the  addict  as  well  as  to  his  potential 
recovery. 

Addiction  to  Drugs 

Therapists  and  the  lay  public  alike  are  always  astonished  at  the  lack  of 
success  of  helping  drug  addicts,  and  at  the  high  recidivism  rate  of  sup- 
posedly ‘cured’  drug  addicts.  On  this  subject,  the  Le  Dain  Commission 
says:  “Whatever  the  technique,  withdrawal  from  physical  dependence 
invariably  creates  an  unstable  psycho-social  condition  in  the  patient,  who 
remains  constantly  threatened  by  the  prospect  of  a return  to  his  drug- 
dependent  behavior.  With  heroin-dependent  patients,  the  chances  of  also 
losing  their  psychological  drug  dependence  in  the  process  of  physical 
withdrawl,  and  remaining  abstinent,  vary,  according  to  different  methods 
of  treatment,  from  three  to  20  percent.” 

The  simplistic  approach  to  drug  addiction  is  to  treat  the  physiological 
dependency  on  drugs,  as  though  that  was  all  there  was  to  it.  The  movie, 
Man  With  The  Golden  Arm,  based  on  Nelson  Algren’s  novel  by  the  same 
name,  should  be  considered  a 1950’s  highly  romanticized  account  of  drug 
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addiction.  Very  few  junkies  can  go  ‘cold  turkey’  long  enough  to  throw 
off  physiological  dependency  on  the  drug  and  then  be  normal  forever  after. 
If  this  were,  in  fact,  the  case,  then  drug  addiction  would  not  be  nearly 
so  difficult  to  eradicate.  As  the  Le  Dain  Commission  reported : “Withdrawal 
from  physical  dependence  on  drugs  ranging  from  heroin  to  alcohol— in 
Jails  or  hospitals— is  relatively  easily  achieved  in  the  course  of  two  or  three 
weeks,  regardless  of  the  drug  involved.” 

One  of  the  main  ways  in  which  drug  addiction  differs  from  all  other  forms 
of  addiction  is  in  its  being  the  primary  cause  of  physiological  change. 
In  the  case  of  heroin  and  the  amphetamines  these  changes  are  dramatic 
and  relatively  easy  to  observe.  As  a result,  the  psychological  correlate  of 
continual  use  of  these  two  drugs  is  apt  to  be  under-emphasized.  It  should 
not  be.  Also,  and  in  spite  of  previous  quotations  from  Le  Dain  and  Jaffe, 
the  physiological  aspect  of  drug  addiction  is  perhaps  not  fully  understood. 
Although  physical  withdrawal  is  fairly  easily  achieved,  long  and  continual 
use  of  drugs  may  result  in  a partially  irreversible  process  resulting  in  a 
physiological  inclination  to  return  to  drug  use.  Whatever  the  case,  there 
are  any  number  of  sad  and  hopeless  accounts  of  people  going  through 
withdrawal  cures,  getting  back  onto  the  streets,  and  starting  up  again. 


Other  factors,  besides  the  physiological  one,  which  differentiate  drug 
addicts,  as  a type,  from  other  addicts  are  important  to  note,  especially 
for  the  therapist  or  social  worker,  who  must  comprehend  the  obstacles 
an  addict  has  to  overcome  in  order  to  institute  and  guide  recovery.  The 
drug  addict  in  North  America,  it  must  be  remembered,  is  also  a criminal. 
An  effective  drug  treatment  program  cannot  work  unless  the  drug  addict 
voluntarily  presents  himself  for  treatment.  Incarceration  and  forced  treat- 
ment programs  have  been  particularly  unsuccessful.  And  why  would  an 
addict  present  himself  for  treatment  when  he  risks  informing  on  himself, 
so  to  speak,  and  being  arrested?  This  has  been  one  reason  for  the  establish- 
ment of  community  treatment  and  medical  centers  in  neighborhoods  where 
the  concentration  of  drug  use  is  high.  Even  so,  drug  rehabilitation  is  rarely 
effective. 

But  once  the  addict  does  take  the  cure,  voluntarily  or  otherwise,  he  must 
still  face  the  straight  world  with  a criminal  record,  a string  of  arrests  for 
possession,  trafficking,  and  theft,  and  perhaps  a prison  record  to  boot. 
The  straight  world  is  not  likely  to  accept  him  no  matter  what.  And  the 


12 


(situation,  appearing  like  an  encirclement  of  hopelessness  wherever  he 
moves,  sends  him  back  to  the  one  world  which  will  accept  him— the  drug 
world. 

A third  factor  concerning  drug  addiction  specifically  is  that  it  is  not  limited 
to  any  one  particular  socio-economic  class.  In  1969  a report  was  made 
to  a committee  on  crime  of  the  United  States  House  of  Representatives, 
which  stated  that  “roughly  30  percent  of  all  the  drug  abusers  actually  are 
legitimate  people,  in  the  sense  that  they  have  a job  which  they  keep— 
whether  because  of,  or  in  spite  of,  using  drugs  it  is  hard  to  tell.  They 
i tend  to  be  professional  people— doctors  and  lawyers,  quite  a number  of 
housewives,  some  musicians  but  not  too  many— people  who  appear  to 
the  outside  world  to  be  fairly  normal  and  people  who  do  not  seem  to 
get  in  trouble  with  the  law  except  after  long  periods  of  drug  use,  when 
they  get  picked  up  through  a contact  or,  in  some  cases,  where  they  turn 
themselves  in  for  treatment  in  the  Public  Health  Service  Hospital.” 

In  their  book  Love  Needs  Care,  David  Smith  and  John  Luce  quoted  Father 
Frykman  of  Haight-Ashbury’s  Free  Medical  Clinic  as  saying:  “The  only 
typical  thing  about  junkies  is  that  they’re  not  typical  at  all.’”  The  authors 
continued,  “Among  the  patients  he  counselled  were  an  eight-year-old 
Mexican  boy  whose  five  brothers  and  sisters  dealt  heroin,  a seventy- 
three-year-old  black  longshoreman  who  had  abused  narcotics  all  his 
adult  life,  two  army  corporals  who  became  addicted  in  Southeast  Asia, 
a sixty-year-old  antique  store  owner  with  a one-hundred-dollar-a-day  habit 
and  the  eighteen-year-old  daughter  of  a prominent  businessman.” 


In  other  words,  drug  addiction  is  not  the  property  of  any  one  social,  or 
economic,  or  racial  class.  It  should  be  mentioned,  however,  that  whereas 
heroin  has  no  social  boundaries,  the  amphetamines,  when  injected,  seem 
to  have  been  associated  primarily  with  what  has  been  called  the  hippie 
culture.  But  even  the  hippie  society  itself  has  been  a rather  undifferentiated 
sociological  phenomenon,  limited  only  by  the  fact  that  the  people  who 
have  identified  with  it  have  been  mostly  young  (not  over  30),  and  white. 

The  Young  Drug  Addict 

Since  there  doesn’t  seem  to  be  a sociological  ‘type’  who  becomes  addicted 
to  drugs,  the  underlying  law  of  drug  addiction,  if  there  is  one,  might  better 
be  sought  for  in  the  more  basic  psychological  perspective. 
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It  follows  from  the  nature  of  drug  addiction,  especially  when  drugs  are 
injected,  that  the  addict  would  center  a great  deal  of  attention  on  his 
own  body.  The  body,  first  of  all,  is  the  receptor  of  the  drug.  If  the  body 
rejects  the  needle,  as  in  the  case  of  collapsed  veins,  then  the  addict  must 
search  for  new  veins  where  the  drug  can  be  injected,  be  it  the  foot,  toe, 
wrist,  or  throat.  The  body  is  slowly  mutilated.  Although  the  addict  may 
concern  himself  with  whether  a needle  is  dirty  or  not,  if  only  a dirty  one 
is  available  he  is  likely  to  use  it  anyway,  even  at  the  expense  of  possible 
infection  or  even  hepatitis.  In  the  case  of  heroin,  new  users  frequently 
vomit  after  shooting  and  almost  all  of  them  experience  cold  flashes  and 
annoying  spells  of  itching.  The  speed  freak  worries  about  overdosing  or 
impurities  of  the  substance  he  has  injected  as  he  listens  to  his  heart  pound- 
ing away  thunderously  and  rapidly.  In  the  book  Love  Needs  Care  it  was 
noted  how  speed  freaks  took  such  notoriously  poor  care  of  their  own  bodies, 
with  frequent  outbreaks  of  eczema  being  one  significant  result  as  well 
as  rotting  gums  and  teeth  falling  out.  The  logical  question  to  ask,  then, 
is  why  would  anybody  continue  to  indulge  in  such  an  unhealthy  activity 
in  view  of  its  consequences? 

It  is  not  a case,  however,  of  the  addict  either  worshipping  or  hating  his 
own  body,  but  rather  that  he  must  put  up  with  it.  Neither  is  it  narcissism 
in  the  classical  Freudian  sense,  for  there  is  no  introjected  love  for  others 
centered  into  neurotic  concentration  on  the  soma.  William  Burroughs  puts 
it  well  in  Naked  Lunch:  “I  had  not  taken  a bath  in  a year  nor  changed 
my  clothes  or  removed  them  except  to  stick  a needle  every  hour  in  the 
fibrous  grey  wooden  flesh  of  terminal  addiction.”  The  addict’s  body  is 
a thing  the  way  other  people  are  things  for  him,  but  the  body  is  a thing 
he  cannot  do  without.  Isolation  and  existential  alienation  seem  .to  be 
complete  within  this  matrix  of  the  total  “algebra  of  need.”  And  yet,  para- 
doxically, the  effect  of  the  rush  when  the  drug  is  first  injected  is^  very 
somatic.  It  makes  the  body/mind  feel  good— there  is  no  division  between 
the  two— although  the  word  ‘good’  hardly  and  inadequately  describes  the 
feeling  of  a rush. 

The  sense  of  alienation  is  particularly  magnified  in  respect  to  the  use 
of  the  needle.  In  Love  Needs  Care  there  is  a description  of  shooting  by 
a young  speed  freak,  although  he  might  just  as  well  be  considered  a needle 
freak: 

It’s  a real  party.  You  find  with  speed  that  you’re  your  own  best 

entertainer.  To  me  it  was  a love  affair.  I was  in  love  with  shooting 
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up.  I was  in  love  with  myself.  At  times  I would  think  of  these 
sexual  acts,  like,  female  come  here  and  let  me  do  all  these  weird 
things  to  you,  but  when  the  final  orgasm  takes  place  I don’t  want 
you  here— I want  it  all  for  myself.  I want  you  to  help  anoint  me 
in  oil  and  prepare  me  for  this,  except  that  you  rarely  find  a chick 
that  will  prepare  you  for  this  thing  and  then  let  you  kick  her  out. 

I reached  orgasms  by  myself  at  times  under  meth,  but  I didn’t 
realize  it  until  I took  my  pants  to  the  coin-op  laundry. 

Not  all  drug  addicts  are  needle  freaks,  of  course,  and  as  Burroughs  points 
out,  the  method  of  incorporating  the  drug,  for  him,  was  of  little  significance, 
just  as  long  as  he  could  get  the  drug.  But  what  has  been  pointed  out, 
so  far,  and  is  significant  from  my  point  of  view,  is  that  just  as  the  drug 
addict  is  alienated,  doesn’t  care  about  and  doesn’t  pay  attention  to  his 
own  body  as  long  as  it  is  barely  useable,  he  is  also  isolated  from  other 
people  just  as  completely.  And  these  two  factors  tend  to  simplify  life 
for  an  addict.  He  isolates  himself  both  from  physical  and  interpersonal 
problems. 

An  insight  into  this  kind  of  psychological  isolation  is  hinted  at  by  the 
way  an  addict  takes  the  drug,  when  using  needles.  First  of  all,  drug  users 
either  already  know  how  to  inject  themselves  or  learn  this  ‘rite  de  passage’ 
from  other,  more  experienced  users.  The  idea,  of  course,  is  that  the  user 
must  learn  how  to  inject  himself  with  a needle;  that  is,  he  must  become 
sufficient  unto  himself.  Control  of  the  needle  is  in  the  hands  of  the  user; 
the  user  both  injects  and  receives.  It  is  as  though  he  is  enabled  to  reenact 
the  primal  sexual  scene,  on  a symbolic  level,  through  use  of  a technological 
instrument. 

Perhaps  the  saddest  phenomenon  connected  with  drug  abuse,  is  the  recent 
widespread  increase  of  addiction  in  young  people.  Adolescent  years  and 
young  adulthood  seem  to  be,  in  all  cultures,  the  times  when  romantic 
and  sexual  feelings  towards  the  opposite  sex  are  at  their  peak.  In  more 
recent  times  in  North  America,  cultural  repression  of  sexual  inclinations 
has  been  on  the  decline.  What  one  is  faced  with,  then,  is  the  surprising  lack 
of  importance  given  over  to  sexual  expression  on  the  part  of  young  drug 
addicts.  This  can  also  be  seen  in  such  books  as  Love  Needs  Care  or  Manchild 
in  the  Promised  Land,  where  sexual  relationships  are  either  minimized 
or  simply  not  dealt  with.  This  suggests  that  the  young  drug  addict  is  able 
to  withdraw  from  sexual  relationships  and  therefore  not  have  to  deal  with 
the  many  problems  that  sexual  relations  inevitably  cause. 
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But  difficulty  in  sexual  relations,  or  withdrawal  from  such  relations,  may 
be  a narrow  way  of  saying  that  relations  with  people  are  generally  faulty 
or  disjointed.  The  drug  addict  can  displace  his  complex  problems  in  the 
sphere  of  interpersonal  relations  by  becoming  an  addict.  Although  the 
amphetamine  user  often  feels  that  he  does  relate  to  people  better  while 
speeding,  generally  his  only  other  company  is  other  speed  freaks,  and  ) 
even  these  relations  are  marked  by  hostility.  The  speed  freak  usually  feels  J 
a sense  of  power  while  on  speed,  even  omnipotence,  and  he  miay  actually  ^ 
believe  that  he  is  dealing  with  other  people  in  a.  personal  and  intiniate 
fashion.  However,  one  doctor  who  worked  in  the  Haight- Ashbury  JChnici 
for  sey'eral  years  reported  that  ;4rnphetamine  abusers  exijj^d  thefn^f^elveyi^ 
from  one  another.  They  frequehtly  substituted  drugs  for  interpersonal 
relations  and  experienced  a complete  isolation  reinforced  by  their  paranoia  ] 
and  psychotic  behavior”  ^ ^ > 

\ / -V 

At  present  4here  is  no  published  research  matching  personality  type  to 
drug  prefer^e  although  one  conclusion  would  have  to  be  tliatpeople 
will  generally  ^hopse  what  is  mpst  teadily  available  in  the  community 
,and  this  4§pne^refepn  for  the  considerable  variation  of  Hrtigs  5fhat  ap  \ 
Jj  individual  wilbtend  tb^use  over  an  extended  period  of  tjine.  But  it  does 
..  seem>hpwe^er,  that  the  speed  freak  is  ^ifl  attempting^  in  spihe  weird 
way,  to  de|£  with  the  wotld  and  his  own  problems,  'tie  heroin  addief 
is  more  ext|qnie, mefre  withdr^n,  ^d  sd  much  so  thaj  the  need  of  coni- 
jpany,  sup^flciatoi^-btherwise,  is  clearly  obviated.  In  driig  circles  heroin 
is  considered  endpoint.  Although  individuals  haves  drifted  back  and 
forth  between  s|)ee(f  and  smack  use,  as  well  as  maiihuana  and  other  drugs, 
the  ^n^ral  trend  iii  terrns  of  large  numbers  of  people^  at,  least  Ut  recent 
timesi  hks  been^Jowards  heroin.  This  is  tfue  both  in  tie  black  ^lums  as 
well  a^  in  thb  hippie  subculture.  (Th^  doeis  not  imply,  however,  that  users 
of  soft  drugs  are  likely  tp  go  on  to  beconie  Sard  drugnsers.  On  the  d>mrary, 
only  a ^mall  percentage  of  marihuana  tisdrs  end  i^msing‘ heroin.)  ^ 

The  periSonal  etiology  of  adolescent  dirug  addicts  feids  tO-bfar  out  thP— 
_ thesis  Of  their  havihg  had  troubled  relHionships  with  other  peo- 
ple—superficiality,  meaninglessness,  and  disjointedness.  This  was  cer- 
\ tainly  borne  out  all  too  often  with  the  hippies  of  the  late  1960s.  Stories 
'such  as  “I  was  nothing,  nobody,  at  school— they  treated  me  like  a clown, 
but  here  in  the  Haight  Tm  somebody,”  were  very  common.  The  important 
thing  is-that  theyperceived  their  past  upbringing  as  troubled  and  unhappy, 
in  spite  of  the  fact  that  many  came  from  what  are  popularly  acknowledged 
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as  model  homes,  especially  those  from  the  middle  and  upper  class.  Very 
common  were  remarks  and  feelings  about  the  lack  of  familial  communica- 
tion, uncaringness,  rules  and  money  taking  the  place  of  affection,  lack 
of  acceptance  as  an  individual.  The  Haight-Ashburys  of  North  America 
offered  to  an  adolescent  the  possibility  of  a new  home  replete  with  love, 
friendship,  and  excitement.  But  if  these  hopes  were  not  realized,  as  so 
often  they  were  not,  then  drug  addiction  became  one  sort  of  resolution 
to  the  problem. 

What  has  to  be  shown  are  the  precipitating  factors  which  link  adolescence 
and  drug  addiction.  The  concept  which  keeps  coming  to  mind,  in  this 
respect,  is  what  Erik  Erikson  calls  in  his  book.  Childhood  and  Society, 
identity  crisis  versus  role  diffusion:  “The  danger  of  this  stage  is  role  dif- 
fusion.... In  most  cases,  however,  it  is  the  inability  to  settle  on  an  occupa- 
tional identity  which  disturbs  individual  young  people.  To  keep  themselves 
together  they  temporarily  over-identify,  to  the  point  of  apparent  complete 
loss  of  identity,  with  the  heroes  of  cliques  and  crowds.” 

The  concept  of  ‘identity  crisis’  in  terms  of  white  youth  in  North  America 
is  dealt  with  in  the  themes  of  their  own  rock  music:  changes,  what  face 
to  wear,  what  highway  to  take,  and  where  is  home  when  you  have  none, 
are  all  popular  themes  and  can  be  found  in  the  music  of  Donovan,  Bob 
Dylan,  The  Jefferson  Airplane,  and  many,  many  others.  And  then,  after 
one  has  travelled  all  the  highways,  and  turned  around,  and  gone  back 
again,  and  still  there  is  nothing,  well,  drugs  could  be  considered  just  another 
highway.  A hitchhiker  in  Haight- Ashbury  once  said:  “Well  here  I am  in 
California,  all  the  way  from  Texas;  I wonder  what  my  daddy  would  have 
thought  if  he  knew  I was  going  to  become  a doper.”  But  being  a ‘doper’ 
did  give  him  a kind  of  an  identity,  or  at  least  it  was  a kind  of  resofution 
to  his  worries,  for  now  he  didn’t  have  to  go  scurrying  around  to  find 
a ‘face  that  fit’.  He  already  had  one.  Identity  means,  in  Erikson’s  terms, 
having  a kind  of  handle  on  oneself,  and  this  is  achieved  generally  through 
a career,  by  which  the  individual  has  a fairly  stable  sense  of  his  role  in 
society.  But  drug  addiction  within  a subculture  such  as  the  hippie’s  can 
provide  the  sort  of  relief  that  the  individual  searches  for  in  terms  of  identity 
formation. 

Another  factor  which  enters  the  picture  is  what  is  meant  by  Erikson  by 
the  concept  of  ‘negative-identity’.  This  is  the  identity  that  one  takes  up 
in  defiance  of  the  prescribed  and  learned  values  of  childhood.  If  one  finds 
it  impossible  to  take  up  the  most  positive  identity  imaginable,  then  take 
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up  the  most  negative  one.  This  is  one  way  of  defying,  or  hurting,  those 
that  have  hurt  the  individual  in  times  past— like  one’s  own  parents.  Espe- 
cially in  the  case  of  young  whites  who  have  come  mainly  from  communities 
where  illegal  drugs  have  not  only  been  condemned,  but  held  in  absolute 
terror,  the  abuse  and  eventual  addiction  to  drugs  may  become  a striking 
retribution  for  past  hurts,  and  these  hurts  are  cast  back  to  society. 

In  some  sense  then,  identity  means  being  able  to  say,  or  know,  who  one 
is.  But  identity  is  definitely  not  the  same  as  simply  attaching  oneself  to 
a career,  or  another  person  in  marriage,  to  a university,  or  even  a group 
such  as  a church.  For  in  this  sense  even  such  ‘normal’  activities  can  be 
used  as  excuses  for  not  having  to  find  one’s  own  real  identity.  In  the  same 
sense,  but  in  a very  deviant  formulation,  the  activity  of  drug  addiction 
can  displace,  or  even  obliterate,  the  confusion  and  pain  of  not  knowing 
who  one  is  and  where  one  fits  in. 

In  the  book  Future  Shock,  Alvin  Toffler  presents  the  thesis  that  identity 
problems  are  especially  relevant  to  the  time  and  civilization  in  which  we 
are  now  living.  Technology  has  allowed  for  too  many  rapid  choices  to 
be  made,  from  various  brands  of  soap  powders  to  automobile  models 
to  possible  careers.  The  individual’s  mind  becomes  overburdened  and 
he  may  encounter  a kind  of  stress  never  before  experienced  by  people 
in  past  history.  Few  people  have,  as  yet,  really  learned  how  to  cope  with 
constant  changes  all  requiring  swift  and  immediate  decisions.  What  is 
the  proper  lifestyle  when  so  many  lifestyles  are  possible?  If  Toffler’s  thesis 
is  basically  correct  in  terms  of  a whole  culture  having  to  deal  with  an 
added  stress  for  which  it  is  not  adequately  prepared,  then  Erikson’s  concept 
of  confusion  of  ego-identity  as  a normal  stage  in  adolescent  development 
is  of  doubly-heightened  relevance  in  a culture  already  beset  by  a prevailing 
sense  of  identity  confusion. 

Given  the  matrix  of  a culture  under  stress,  together  with  a developmental 
period— adolescence,  normally  under  stress— then  it  is  not  surprising  in 
a drug-oriented  society  anyway,  that  many  adolescents  take  to  drug  addic- 
tion as  a means  of  relieving  themselves  of  the  very  painful  problem  of 
identity  confusion.  For  a white  adolescent,  especially,  the  taking  on  of 
a (for  him)  negative-identity  can  also  be  a means  of  individual  protest 
in  a society  which  he  perceives  as  having  hurt  him.  That  is  not  to  say 
that  drug  addiction,  for  all  individuals,  is  the  taking  on  of  a negative- 
identity,  but  it  certainly  is  in  some  cases. 
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The  third  factor  in  the  matrix  of  adolescent  drug  addiction  is  that  most 
adolescents  have  already  been  troubled,  sometimes  deeply,  before  they 
even  become  addicted.  This  would  mean,  in  terms  of  the  Eriksonian  model 
of  development,  that  the  adolescent  is  lacking,  or  incomplete,  at  one  of 
the  preceding  stages  of  development.  This  includes  a lack  of  a pervasive 
sense  of  basic  trust,  a feeling  of  shame  rather  than  autonomy,  guilt  rather 
than  initiative,  and  an  inadequate  grasp  of  the  basic  cognitive  skills  with 
which  to  deal  with  society  rather  than  competence  or  industry.  When  the 
individual  comes  to  the  stage  of  dealing  with  his  own  identity  in  adolescence 
without  adequate  nurturance  in  his  earlier  years,  then  he  is  more  apt 
to  grasp  any  so-called  identity  that  comes  along  rather  than  work  through 
the  difficult  ordeal  of  creating  an  identity  for  himself.  He  is  less  capable 
of  creating  his  own  identity  if  he  is  emotionally,  cognitively,  or  socially 
crippled  to  begin  with.  Drug  addiction  is  an  extremely  efficient  way  of 
somehow  ‘resolving’  this  conflict. 

The  other  major  adolescent  abuser  of  drugs  in  North  America,  is  the 
American  Negro  living  in  the  black  ghetto.  His  experience  with  drugs 
and  technology  is  somewhat  different  from  the  experience  of  his  wealthier 
counterparts  in  white  communities.  Toffier’s  thesis  about  impingement 
and  shock  of  technology  does  not  hold  up  as  well  with  regard  to  the  Negro, 
for  the  full  effects  of  North  American  technology  have  not  penetrated 
the  isolation  of  the  ghetto.  But  the  Negro  in  America  continues  to  live 
in  a perpetual  identity  crisis  anyway,  for  he  has  been  taught  for  several 
hundred  years  not  to  accept  his  own  blackness,  and  yet  to  accept  the 
culture  of  the  white  man  without  being  allowed  to  participate  in  it.  For 
the  black  adolescent  the  matrix  of  factors  which  lead  to  drug  addiction 
is  even  more  compelling  than  for  the  white.  He,  of  course,  shares  the 
same  identity  crisis  as  the  white  individual  in  adolescence.  His  culture, 
as  a whole,  is  experiencing  an  identity  crisis,  although  for  different  reasons; 
and  his  upbringing  tends  to  be  just  as  psychologically  unwholesome,  if 
not  more  so^  than  the  white  adolescent’s.  On  top  of  this,  he  does  not  have 
to  leave  his  community,  or  his  own  doorstep,  to  find  drugs.  The  drug 
addict  is  not  even  a deviant  in  the  black  ghetto,  where  whores,  pimps, 
homosexuals,  bulldykes,  gamblers,  burglars,  and  conmen  are  all  taken 
in  stride. 

To  be  a dope  addict  in  the  ghetto  could  even  be  a positive  identity,  for, 
as  Edward  Brecher  writes  in  Licit  and  Illicit  Drugs,  “If  anyone  can  be 
called  passive  in  the  slums,  it  is  not  the  heroin  user,  but  the  one  who 
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submits  to  and  accepts  slum  conditions.”  The  young  Negro  can  look  around, 
see  who  is  accepted,  if  not  respected,  in  his  community,  and  model  his 
identity  after  a drug  addict  as  a kind  of  positive  person  to  imitate.  There 
is  no  real  rebellion  connected  with  this  kind  of  act,  as  there  might  be 
amongst  young  white  addicts.  To  be  a junkie  in  the  ghetto  is  at  least  to 
be  somebody. 


The  young  white  lives  in  a society  which  he  does  not  understand,  and 
where  he  is  misunderstood.  Dope  addiction  simplifies  his  life  by  allowing 
him  to  opt  out  altogether.  The  young  Negro  does  understand  all  too 
well,  and  sees  that  no  matter  what  he  does  he  can  never  play  an  integral 
role  in  that  society.  He  takes  up  drug  addiction  as  a kind  of  positive  way 
of  opting  out  of  a complex,  frustrating,  and,  to  him,  hopeless  situation. 


Adolescent  dope  addiction,  recent  variety,  resolves  the  problem  of  identity 
by  simply  displacing  it.  Dope  addiction  simplifies  life— shoot-up,  and 
shoot-up  some  more.  Today,  tomorrow,  and  the  day  after  that— each  day 
is  laid  out  in  a never-ending  and  timeless  routine:  buy  dope,  steal  dope, 
somehow  get  it;  shoot  it,  enjoy  it,  talk  a bit  about  past  dope  experiences, 
the  good  dope  in  the  future,  and  then  get  it  again.  There  is  no  need  to 
take  care  of  one’s  own  body  or  health;  there  is  no  reason  to  hassle  with 
other  people— except  the  supplier  and  sometimes  the  cops;  'there  is  no 
reason  to  worry  oneself  about  friends,  or  society,  or  politics,  or  culture, 
since  one  has  already  opted  out.  There  is  even  no  reason  to  care  about 
time— past,  present,  or  future— since  time  itself  has  become  so  well  and 
rigidly  structured  by  the  organic  and  psychological  need  for  dope. 

Therapy  and  Drug  Addiction 

Individual  therapy  is,  by  its  very  nature,  quite  limited  in  scope.  No  matter 
how  open-minded  and  powerful  he  himself  is,  the  therapist  cannot  do 
anything  about  a society  which  looks  down  on  or  even  despises  a person 
for  abusing  drugs.  Neither  is  the  therapist  able  to  solve  any  of  the  legal 
difficulties  which  the  drug  addict  is  likely  to  face.  The  therapist  is  not 
a ‘magic-man’  who  can  heal  all  of  the  patient’s  health  woes,  some  of  which 
may  be  permanent.  The  therapist  is  not  in  a position  to  slow  down  tech- 
nological advances  all  by  himself  because  his  client  is  suffering  from  a 
novel  form  of  stress.  He  is  not  a politician  and  cannot  change  the  stupify- 
ingly  poor  conditions  of  slum  living.  There  is  nothing  the  therapist,  nor 
any  other  person  for  that  matter,  can  do  about  the  addict’s  past  and  troubled 
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childhood.  One’s  past  is  a given  in  the  therapeutic  situation,  and  must 
be  dealt  with  as  such.  And  finally,  if  the  person  who  comes  to  the  therapist 
is,  or  has  been,  a drug  addict,  then  the  therapist  must  deal  head-on  with 
this  condition,  for  otherwise  he  is  unlikely  to  be  effective  in  his  role. 

What  then,  ideally,  can  a therapist  really  do,  and  how  should  he  go  about 
doing  it?  For  one  thing,  and  in  a very  practical  sense,  a therapist  can 
certainly  counsel  a patient  where  to  go  for  legal  and/or  medical  aid,  as 
well  as  educational  or  employment  guidance,  if  such  be  the  need.  But 
such  functions  are  really  peripheral  to  his  main  job.  Basically,  the  therapist 
is  there  to  act  as  a guide  in  his  patient’s  quest  for  personal  identity.  Everyone 
needs  to  feel  that  he  does  have  an  identity,  a strong  sense  of  selfhood. 
Drug  addiction  has  been  the  means  for  the  patient  to  avoid  this  painful 
quest.  While  this  means  is  gradually  dissolving,  the  drug  addict  must  live 
in  a period  of  limbo.  He  becomes,  in  his  own  eyes,  virtually  worthless. 
At  this  time,  facing  himself  squarely,  he  feels  psychically  bereft  of  any 
means  or  tools  with  which  to  maintain  himself  On  top  of  this,  many 
of  these  people  have  been  seriously  crippled  even  before  the  onset  of 
drug  addiction.  Ideally,  the  therapist  will  wish  to  help  the  drug  addict 
realize  the  most  positive  potential  self  of  which  he  is  capable.  Otherwise, 
if  personal  identity  is  neither  achieved  nor  created,  reversion  to  drug 
addiction,  or  any  substitute,  addiction,  is  a very  likely  possibility. 


The  usual,  and  unsuccessful,  course  of  events  in  the  way  of  therapy  is 
for  the  therapist  to  show  the  drug  addict  how  bad  drug  addiction  is,  both 
for  himself  and,  secondarily,  for  society.  The  therapist  attempts  to  induce 
the  patient  into  not  taking  drugs,  sometimes  by  subtle  means,  and  some- 
times by  very  blunt  and  direct  methods.  A period  of  hostility  and  defensive- 
ness is  likely  to  ensue  on  the  part  of  the  drug  addict.  This  is  a reasonable 
reaction,  for  addiction  is  the  bulwark  against  the  addict  having  to  feel 
and  realize  his  own  painful  lack  of  identity.  And  the  therapist  seems  bent 
on  taking  this  bulwark  away.  Without  drugs,  when  the  addict  looks  into 
his  own  psyche,  he  sees  only  confusion  or  emptiness.  He  looks  into  himself 
...and  sees  nobody  home.  In  such  a situation  it  is  probable  that  the  ab- 
stinence-oriented therapist  will  rupture  whatever  relationship  may  have 
been  possible.  And  without  links  of  communication,  the  drug  addict  cannot 
be  helped  by  the  therapist. 

The  second  factor  which  seems  to  mitigate  against  directly  advising  or 
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suggesting  to  drug  addicts  that  they  stop  using  drugs  is  that  such  sugges- 
tions are  a plain  waste  of  time  anyway.  The  drug  addict  can  only  be 
forced  to  stop  using  drugs  by  involuntary  commitment  to  a prison  or  insane 
asylum.  That  is,  he  can  only  be  stopped  if  his  drug  supply  is  stopped. 
Nevertheless,  the  first  chance  he  has,  either  within  the  institution  or  when 
he  gets  back  to  the  streets  again,  he  is  likely  to  go  back  to  using  drugs. 
If  left  to  himself,  it  is  almost  as  though  the  drug  addict  will  keep  on 
using  drugs  until  he  decides  to  stop,  when  he  has  burnt  himself  out.  The 
key,  for  the  therapist,  is  to  indirectly  speed  up  the  process  of  ‘burning  out’. 

What  are  the  types  of  things  that  make  a drug  addict  decide  to  stop  using 
drug;  what  is  meant  by  ‘burning  out’?  This  may  happen  when  the  speed 
freak  feels  his  own  heart  beating  too  loudly  and  breath  only  coming  with 
a struggle.  It  may  happen  when  a close  friend,  or  even  an  acquaintance, 
overdoses  and  dies.  For  William  Burroughs  it  happened  in  Tangiers,  when 
he  realized  that  no  more  money  was  coming  in,  and  that  he  had  just 
enough  left  to  get  to  London,  and  take  a cure.  The  drug  addict  decides 
to  get  off  drugs  in  periods  or  moments  of  unpredictable  illumination, 
usually  at  a zero  point  in  his  life,  when  he  feels  he  cannot  go  down  any 
further  than  he  already  is.  Some  just  get  literally  tired  of  the  constant 
hustle  on  the  streets.  Others  reach  a point  of  no  return— their  bodies  will 
simply  not  tolerate  any  further  neglect.  The  therapist  cannot  convince 
the  drug  addict  to  get  off  drugs. 

What,  then,  is  the  role  of  the  therapist?  He  may  be  a teacher  and  friend, 
and  for  the  adolescent  he  could  even  be  a surrogate  mother  or  father. 
He  could  be  the  sole  means  of  support  for  the  confused  person,  psychically 
naked,  who  may  also  be  in  the  process  of  withdrawing  from  drug  addiction. 
The  therapist  should  certainly  not  focus  attention  on  the  patient’s  present 
or  past  addictive  use  of  drugs.  Rather,  he  should  attempt  to  understand 
what  his  patient’s  real  and  potential  strengths  are,  and  emphasize  these 
exclusive  dimensions. 

Human  beings  are  dynamic  creatures  by  nature.  Beyond  man’s  biological 
nature,  and  beyond  his  environmental  influences,  there  is  a third  force 
at  work,  a developmental  instinct  for  spiritual  growth.  The  therapist,  by 
emphasizing  his  patient’s  potential  strengths,  is  actually  providing  his 
patient  a kind  of  cartography,  a guideline,  for  a possible  direction  towards 
this  growth.  But  it  must  not  be  thought  that  growth  itself  is  a linear  process. 
Rather,  it  involves  the  loosening,  weakening,  and  dissolution  of  personality 
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structure,  and  as  Kazimierz  Dabrowski  says  in  Positive  Disintegration, 
its  eventual  “reconstruction  at  a higher  level.”  It  is  during  this  critical 
period,  when  the  patient’s  present  personality  structure  is  in  the  process 
of  dissolving  but  before  a newer  structure  is  fully  formed,  that  the  therapist’s 
role  takes  on  a heightened  significance.  It  is  the  function  of  the  therapist 
to  guide  the  patient  through  to  a higher  developmental  level. 

Dabrowski  gives  a clinical  example  of  what  he  means  in  a case  study 
of  a child  named  Ella:  “The  child  must  be  treated  with  an  awareness 
of  the  positive  function  of  her  symptoms.  In  our  evaluation  we  see  her 
as  an  intelligent  and  ambitious  child  with  many  assets  who  at  present 
is  in  a developmental  crisis.”  In  the  case  of  a drug  addict  such  assets 
could  very  well  include  any  number  of  traits,  including  quickness  of  mind, 
cleverness,  street  savvy,  adeptness  at  understanding  other  people’s  uncon- 
scious cues  and  motives,  a business  sense,  and  perhaps  an  artistic  sensibility. 
“An  appraisal  of  the  mental  health  of  an  individual  must,  therefore,  be 
based  on  the  findings  of  progressive  development  in  the  direction  of 
exemplary  values.  Most  psychoneurotics  are  mentally  healthy  according 
to  this  definition.  An  individual  (even  a schizophrenic)  who  has  the  ability 
to  develop  has  potential  mental  health,”  Dabrowski  states. 

The  therapist,  like  a good  detective,  must  discover  his  client’s  own  unique 
strengths,  and  accentuate  them  in  the  direction  of  constructive  values  by 
which  the  patient  can  function  in  the  culture  in  which  he  is  living.  By 
doing  so,  the  therapist  can  hasten  the  ‘burning  out’  process,  for  he  will 
be  helping  his  client  clarify  his  own  particular  strengths,  and  the  new 
goals  towards  which  he  could  conceivably  strive.  The  patient  must  become 
aware  of  his  own  realistic  potential,  for  otherwise  he  would  not  dare  let 
go  of  his  old  ‘identity’  as  an  addict.  And  as  the  old  ‘identity’  disintegrates, 
the  therapist  is  there  as  a willing  support  and  bridge  until  he  reaches 
a higher  development  level.  The  therapist  might  well  be,  for  the  drug 
addict,  the  ‘significant  other’  of  whom  Erik  Erikson  writes  and  who  is 
so  important  in  the  genuine  education  of  a young  adult. 

During  the  therapeutic  process  the  therapist  will  most  likely  be  bewildered, 
frustrated,  and  angry  both  about  his  patient  as  well  as  his  own  seeming 
lack  of  success.  He  will  feel  like  berating  his  patient  in  every  possible 
way  to  get  off  and  keep  off  drugs.  What  the  therapist  needs  to  do  in 
such  a case,  both  for  the  sake  of  his  own  sanity  and  also  his  effectiveness 
as  a therapist,  is  to  comprehend  how  tremendously  difficult  it  is  to  quit, 
once  and  for  all,  abusing  drugs.  But  he  must  understand  the  several 
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compounded  difficulties  of  his  client’s  situation,  for  the  drug  addict  is 
a deviant  in  our  culture,  and  is  at  all  times  facing  social  and  probably 
legal  recriminations.  Getting  it  all  back  together  is  a hard  task.  The  young 
addict,  in  particular,  has  not  grown  through  the  normal  developmental 
sequence  during  the  years  he  has  been  addicted.  He  has  not  related  with 
members  of  the  opposite  sex,  nor  even  with  peers  of  his  own  sex.  He 
has  not  gone  to  school  during  this  time,  nor  is  he  likely  to  have  learned 
skills  which  would  be  considered  useful  by  the  dominant  society.  He  has 
not  attended  movies,  gone  to  baseball  games,  played  hockey,  or  gone  skiing. 
All  these  normal  things  he  has  missed.  He  has,  on  the  other  hand,  seen 
more  than  any  young  person  has  the  right  to  see.  He  has  seen  death, 
squalor,  greed,  betrayal,  and  has  experienced  intense  desperation.  In 
fact,  in  some  sense,  he  is  likely  to  have  experienced  far  more  than  his 
own  therapist. 

A drug  addict  needs  a long  time  to  recover  from  his  addiction.  He  will 
need  to  go  back  and  act  out  those  years  which  he  has  missed  while  he 
was  using  dope.  The  young  addict,  for  instance,  will  attempt  to  reenact 
his  own  missed  adolescence.  He  must  be  permitted  this  time  to  ‘catch-up’ 
on  himself  and  the  culture  in  which  he  has  been  existing.  Only  in  this 
way,  and  in  time,  will  a personal  identity  come  about  as  an  organic,  natural, 
and  real  process. 

Drug  addiction  is  a deviant  method  of  displacing  or  postponing  the  further 
development  of  personal  identity.  The  therapist  who  works,  not  for  the 
interests  of  society  but  for  the  interests  of  his  own  patient,  will  wish  to 
be  a facilitator  of  the  personal  growth  of  that  patient.  He  will  not  choose 
the  expediency  of  society’s  desire  to  have  that  person  off  drugs  at  any 
price,  against  the  best  interest  of  his  own  patient,  which  is  that  person’s 
individual  growth,  according  to  his  own  unique  personality.  A therapist 
interested  in  the  personal  growth  of  his  own  patient  would  certainly  not 
knowingly  aid  in  the  exchange  of  drug  addiction,  which  is  deviant  and 
illegal,  for  some  other  form  of  addiction,  just  because  it  is  considered 
normal  or  legal  in  the  particular  culture  in  which  they  both  live.  Such 
an  exchange,  the  very  best  result  of  most  so-called  ‘successful’  therapies, 
is  nothing  short  of  an  evasion. 

It  is  not  always  enough  to  make  a person  a total  abstainer.  He 

must  be  transformed  into  another  man,  for  otherwise  he  will  fall 

victim  to  some  other  form  of  evasion.... 

Alfred  Adler,  The  Practice  and  Theory  of  Individual  Psychology. 
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A FamUy  Systems  Approach 

to  Alcohottsm 

by  Murray  Bowen 


Family  systems  theory  is  relatively  new  as  applied  to  emotional  problems. 
This  paper  will  outline  some  overall  principles  of  family  systems  theory, 
the  ways  that  alcoholism  can  be  conceptualized  as  a symptom  of  the  larger 


Dr.  Bowen  is  a clinical  professor  in  the  department  of  psychiatry,  Georgetown  University 
Medical  Center,  Washington,  D.C.  This  article  is  adapted  from  a paper  he  presented  at 
the  annual  meeting  of  the  National  Council  of  Alcoholism  held  in  April,  1973  in  Washington. 


family  or  social  unit,  and  ways  family  or  systems  therapy  can  be  used 
to  alleviate  the  problem. 

Systems  theory  assumes  that  all  important  people  in  the  family  unit  play 
a part  in  the  way  family  members  function  in  relation  to  each  other  and 
in  the  way  the  symptom  finally  erupts.*  The  part  that  each  plays  comes 
about  by  each  “being  himself.”  The  symptom  of  excessive  drinking  occurs 
when  family  anxiety  is  high.  The  appearance  of  the  symptom  stirs  even 
higher  anxiety  in  those  dependent  on  the  one  who  drinks.  The  higher 
the  anxiety,  the  more  other  family  members  react  by  anxiously  doing 
more  of  what  they  were  already  doing.  The  process  of  drinking  to  relieve 
anxiety,  and  increased  family  anxiety  in  response  to  drinking,  can  spiral 
into  a functional  collapse  or  the  process  can  become  a chronic  pattern. 

In  systems  theory  the  focus  is  on  the  functional  facts  of  relationships— on 
what  happened,  how  it  happened,  and  when,  and  where  it  happened,  insofar 
as  observations  are  based  on  fact.  It  carefully  avoids  man’s  automatic 
preoccupation  with  why  it  happened.  Part  of  man’s  cause  and  effect  think- 
ing is  to  blame  his  fellow  man  for  his  own  problems.  Blaming  others  for 
one’s  own  failures  is  so  universal  that  it  is  present  in  all  of  us  to  some 
degree.  It  is  factual  that  the  higher  the  anxiety  in  a family,  the  greater 
the  tendency  for  even  the  most  reasonable  person  to  resort  to  blaming 
others  for  his  own  problems.  Also  there  is  the  predictable  ^discrepancy 
between  what  man  does  and  what  he  says  he  does.  So,  systems  research 
isolates  observable  facts  about  man  and  his  relationships,  and  carefully 
avoids  verbal  dialogue  and  why  explanations.  The  approach  also  requires 
the  researcher  to  lay  aside  his  own  why  assumptions. 

There  are  some  efficient  formulae  for  converting  subjectivity  into  objective 
and  measurable  research  facts.  For  example,  when  applied  to  dreams, 
the  formula  says,  “That  man  dreams  is  a scientific  fact,  but  what  he  dreams 
is  not  necessarily  a fact.”  The  same  formula  can  be  applied  to  a whole 
range  of  subjective  concepts  such  as,  “That  man  feels  (or  thinks  or  talks) 
is  a scientific  fact,  but  what  he  feels  (or  thinks  or  says)  is  not  necessarily 
a fact.”  The  entire  spectrum  of  subjective  states,  even  of  the  intensity 
of  love  and  hate,  can  similarly  be  stated  as  functional  facts. 

From  a systems  viewpoint,  alcoholism  is  one  of  the  common  human  dysfunc- 
tions. As  a dysfunction,  it  exists  in  the  context  of  an  imbalance  in  function- 

*See  “The  Therapy  of  Relationships”  by  Melville  Gooderham,  Addictions,  Winter  1972. 
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ing  in  the  total  family  system.  From  a theoretical  viewpoint,  every  impor- 
tant family  member  plays  a part  in  the  dysfunction  of  the  dysfunctional 
member.  The  theory  provides  a way  for  conceptualizing  the  part  that  each 
member  plays.  Therapy  is  directed  at  the  family  member,  or  members, 
with  the  most  resourcefulness,  who  have  the  most  potential  for  modifying 
his  or  her  own  functioning.  When  it  is  possible  to  modify  the  family 
relationship  system,  the  alcoholic  dysfunction  improves,  even  though  the 
dysfunctional  one  may  not  have  been  part  of  the  therapy. 

Theoretical  Concepts 

An  important  concept  of  family  systems  theory  is  the  degree  of  “differen- 
tiation of  self’  of  the  person.  It  is  the  degree  to  which  the  person  has 
a “solid  self’  or  solidly  held  principles  by  which  he  lives  his  life.  This 
is  in  contrast  to  a “pseudo-self’  made  up  of  inconsistent  life  principles 
that  can  be  corrupted  by  coercion  for  the  gain  of  the  moment.  The  “dif- 
ferentiation of  self’  is  roughly  equivalent  to  the  concept  of  emotional 
maturity.  The  level  of  differentiation  of  a person  is  determined  by  the 
level  of  differentiation  of  one’s  parents,  by  the  type  of  relationship  the 
child  has  with  the  parents,  and  the  way  one’s  unresolved  emotional  attach- 
ment to  his  parents  is  handled  in  young  adulthood. 

People  marry  spouses  who  have  equal  basic  levels  of  differentiation  of 
self.  These  various  factors  predict  the  degree  of  undifferentiation  or  imma- 
turity to  be  absorbed  in  the  new  nuclear  family  (nuclear  family  includes 
father,  mother,  and  children).  It  is  common  for  young  people  to  go  into 
marriage  blaming  their  parents  for  past  unhappiness,  and  expecting  to 
find  perfect  harmony  in  the  marriage.  The  two  pseudo-selves  “fuse”  emo- 
tionally into  the  emotional  “we-ness”  of  marriage,  which  has  a high  poten- 
tial for  impairing  the  functioning  of  one  spouse. 

The  discomfort  of  fusion  is  handled  in  one  of  several  ways.  Almost  universal 
is  some  degree  of  emotional  distance  in  the  marriage,  which  helps  each 
be  a more  definite  self  than  would  otherwise  be  possible.  Then  there  is 
the  conflictual  marriage  in  which  neither  “gives  in”  to  the  other.  The  conflict 
provides  good  reason  for  them  to  keep  the  emotional  distance,  and  the 
“make-up”  between  conflicts  provides  intervals  of  intense  closeness. 

The  most  frequent  pattern  for  handling  emotional  fusion  is  one  in  which 
one  spouse  becomes  the  dominant  one,  and  the  other  is  the  adaptive  one 
who  is  “programmed”  to  support  the  more  dominant  decision-making 
spouse.  The  adaptive  spouse  becomes  a functional  “no-self.”  If  this  pattern 
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is  continued  long  enough,  the  adaptive  one  is  vulnerable  for  some  kind 
of  chronic  dysfunction  which  can  be  physical  illness,  emotional  illness, 
or  a social  dysfunction  such  as  drinking,  the  use  of  drugs,  or  irresponsible 
behavior.  The  other  pattern  is  one  in  which  parents  project  their  immaturity 
to  one  or  more  of  their  children.  There  are  some  parents  who  use  one 
pattern  predominantly.  Most  use  a combination  of  the  patterns. 


There  is  a spectrum  of  adaptive  patterns  available  in  a nuclear  family. 
In  periods  of  calm,  the  adaptive  patterns  can  function  without  symptoms. 


As  anxiety  and  tension  increase,  the  adaptive  patterns  lose  flexibility  and 
symptoms  erupt.  The  family  does  not  have  conscious  choice  about  the 
selection  of  adaptive  patterns.  These  were  “programmed”  into  the  spouses 
in  their  own  parental  families.  In  general,  there  is  more  adaptability  in 
families  with  a spectrum  of  patterns  than  in  a family  with  fewer  patterns. 


Another  most  important  variable  has  to  do  with  the  quality  and  the  degree 
of  emotional  contact  the  spouses  have  with  their  families  of  origin.  Here 
again,  there-  is  a spectrum  of  ways  that  people  handle  the  relationships 


to  their  parental  families.  There  are  those  who  can  distance  themselves 
emotionally  while  living  close  by.  There  are  those  who  maintain  emotional 
closeness  while  living  far  apart.  Emotional  closeness  or  distance  to  parental 
families  is  determined  by  a combination  of  physical  distance  and  quality 
of  relationship.  A common  pattern  in  our  society  is  the  emotionally  distant 
relationship  with  parental  families,  with  brief,  formal,  superficial  duty 
visits.  Usually,  the  more  a nuclear  family  is  emotionally  cut  off  from 
parental  families,  the  higher  the  incidence  of  problems  and  symptoms 
in  the  nuclear  family. 

Clinical  Patterns 

In  general,  the  person  who  later  becomes  an  alcoholic  is  one  who  handles 
the  emotional  attachment  to  his  parents,  and  especially  to  his  mother, 
by  denial  of  the  attachment  and  by  a super-independent  posture  which 
says,  “I  do  not  need  you.  I can  do  it  myself.”  The  level  of  emotional 
attachment  is  fairly  intense,  but  it  is  no  greater  than  exists  in  a fair  spectrum 
of  all  people.  It  is  the  way  the  attachment  is  handled  rather  than  the 
intensity  that  is  important. 

There  is  a variety  of  outcomes  to  this  life  posture.  At  one  extreme  is  the 
person  who  can  make  it  work  for  long  periods.  He  might  be  a dynamo 
in  his  profession  and  business  and  appear  to  be  doing  well  with  his  im- 
mediate family.  Such  a person  usually  has  an  exaggerated  sense  of  respon- 
sibility for  others.  He  tries  hard  to  live  up  to  the  responsibility,  which 
is  beyond  his  ability,  and  which  ends  up  in  irresponsibility  and  broken 
promises.  This  person  has  the  same  “I  can  do  it  myself’  posture  to  his 
wife  and  children,  who  play  into  the  over-responsible  posture  by  expecting 
him  to  always  function  at  this  level.  This  person  lives  a burdened  life 
with  his  high  expectations  and  sense  of  responsibility.  His  Achilles  heel 
is  his  denial  of  the  need  for  others,  and  his  super-independent  posture 
which  is  reinforced  by  his  spouse  and  children.  The  harder  he  works, 
the  more  he  becomes  emotionally  isolated.  It  is  at  a time  when  he  is  feeling 
most  burdened  and  the  isolation  is  most  intense  that  he  finds  relief  from 
alcohol.  This  starts  the  drinking  pattern  that  is  well  known. 

At  the  other  extreme  of  the  “I  do  not  need  you.  I can  do  it  myself’  posture 
is  the  person  who  is  so  attached  to  his  parents,  and  especially  his  mother, 
that  he  is  never  able  to  manage  a productive  life.  He  was  “de-selfed” 
in  the  emotional  fusion  with  his  poorly  differentiated  mother.  The  denial 
permits  him  to  keep  his  distance  from  that,  and  from  all  subsequent 
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such  relationships.  He  collapses  into  drinking  early  in  life,  while  loudly 
affirming  his  independence  and  his  continuing,  “I  can  do  it  myself’  posture. 
These  are  the  people  who  become  social  outcasts,  whose  need  for  emotional 
closeness  is  so  great,  and  who  have  to  go  to  such  extremes  to  deny  it. 
From  a systems  theory  viewpoint,  they  are  dysfunctional  refugees  from 
the  family  relationship  system. 

Most  of  the  people  with  drinking  problems  fall  somewhere  between  the 
two  extremes  presented  here.  A high  percentage  of  adult  alcoholism  is 
in  people  who  are  married,  or  who  have  been  married,  and  who  have 
the  same  kind  of  emotional  attachment  in  marriage  they  had  in  their 
parental  families.  They  are  emotionally  isolated  from  spouses  who  play 
the  reciprocal  role  in  the  drinking  dysfunction. 

People  marry  spouses  with  equal  levels  of  differentiation  of  self,  though 
it  is  usual  for  each  to  appear  to  be  opposites  in  the  way  they  deal  with 
stress.  They  commonly  have  a combination  of  three  patterns  for  dealing 
with  the  marital  fusion.  They  have  some  degree  of  marital  disharmony, 
some  degree  of  the  adaptive  spouse  being  “de-selfed”  in  the  marital  fusion, 
and  some  degree  of  projection  of  the  problem  to  their  children.  The  pattern 
of  one  spouse  adapting  to  or  giving  in  to  the  other  spouse  is  the  important 
pattern  in  drinking  problems.  The  adaptive  spouse  pattern  is  rarely  a 
simple  issue.  Each  spouse  sees  himself  or  herself  as  giving  in  to  the  other. 
It  is  the  one  who  gives  ia  the  most  who  later  becomes  de-selfed,  and  then 
becomes  vulnerable  to  a drinking  problem.  The  following  is  a clinical 
example  of  one  common  pattern. 

The  wife  was  a productive  professional  woman  before  the  marriage.  She 
was  also  an  adaptive  person,  dedicated  to  the  notion  of  agreeableness, 
emotional  togetherness,  and  marital  harmony.  She  voluntarily  devoted 
herself  to  supporting  the  career  of  her  husband  who  was  a striving  business- 
man. She  prided  herself  on  having  the  perfect  marriage  in  which  she  and 
the  husband  “thought  alike”  on  all  important  issues.  She  gradually  became 
“de-selfed”  by  her  husband  who  gained  functional  strength  at  her  expense. 
As  he  made  more  and  more  decisions  for  the  two  of  them,  she  gradually 
became  less  capable  of  making  decisions.  This  is  the  familiar  pattern  of 
the  dominant  spouse  overfunctioning,  and  the  adaptive  spouse  going  into 
an  equal  degree  of  dysfunction.  It  became  harder  for  her  to  find  energy 
for  the  home  and  children.  She  began  taking  drinks  during  the  day  to 
help  her  through  the  chores,  taking  the  usual  precautions  to  hide  the 
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drinking  from  her  husband,  and  to  be  ready  for  the  ideal  togetherness 
when  he  returned  from  work. 

The  husband,  who  gained  in  functioning,  and  who  was  an  integral  part 
of  the  problem,  had  the  usual  degree  of  “blindness”  to  the  wife’s  increasing 
dysfunction.  He  even  overlooked  the  situation  when  he  brought  business 
associates  home  for  dinner  and  found  the  wife  “passed  out”  on  the  living 
room  couch  with  no  dinner  prepared.  He  took  the  associates  out  for  dinner 
and  never  mentioned  the  incident.  The  alcoholism  was  “discovered”  later 
in  another  “passed  out”  incident  when  the  wife  was  hospitalized  for  a 
surgical  emergency.  There  was  fairly  prompt  relief  from  the  drinking 
symptom  during  the  course  of  family  therapy  for  the  husband  and  wife 
together,  as  the  therapy  sessions  reduced  the  emotional  isolation  between 
them.  In  the  recovery  process,  as  she  became  more  of  a functioning  self 
on  her  own,  they  went  through  a period  of  fairly  intense  marital  conflict 
when  the  wife  began  to  think  for  herself.  She  discovered  their  “thinking 
alike”  had  been  her  failure  to  think  for  herself. 

Another  common  pattern  with  an  opposite  manifestation  of  symptoms 
can  be  illustrated  by  the  following  case  study.  The  wife  was  a “no-self’ 
adaptive  person  to  the  husband,  who  was  a super-functioner.  He  gained 
in  emotional  functioning  from  the  wife’s  dysfunction  which  s,he  was  able 
to  maintain  on  a marginal  level  through  her  emotional  over-involvement 
with  the  children.  The  husband  assumed  over-functioning  responsibility 
for  the  full  spectrum  of  decisions  for  the  emotional  cocoon  which  included 
the  wife  and  children.  Both  spouses  were  cut  off  from  meaningful  emotional 
contact  with  their  parental  families,  and  both  were  isolated  from  each 
other.  As  the  husband  became  more  and  more  burdened  by  the  responsi- 
bility at  work,  and  by  the  responsibility  for  the  wife  and  children,  he 
began  to  increase  and  to  extend  his  “social”  drinking  by  excessive  drinking 
in  the  evening  and  over  weekends. 

There  are  thousands,  and  perhaps  millions,  of  such  families  in  which  the 
family  system  continues  to  function  on  a marginal  level,  in  which  the 
husband’s  regular  consumption  of  alcohol  at  home  is  excessive,  and  in 
which  he  is  able  to  manage  a reasonable  level  of  functioning  at  work. 
Such  a family  is  motivated  for  professional  help  when  there  is  a breakdown 
in  adaptive  patterns  and  symptoms  erupt.  The  family  in  this  example 
was  motivated  for  professional  help  when  there  was  a breakdown  in  the 
emotional  cocoon  of  mother  and  children.  A child  developed  behavior 
problems,  the  wife  collapsed  into  dysfunction  in  relation  to  the  child’s 
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problem,  and  the  husband  was  then  motivated  to  be  part  of  the  therapy 
effort. 

Family  and  Systems  Therapy 

Alcoholism  has  always  been  one  of  the  most  difficult  of  all  emotional 
dysfunctions  to  modify  with  any  approach  or  any  kind  of  therapy.  Family 
systems  therapy  offers  no  magic  for  the  total  problem,  but  the  theory 
provides  a different  way  for  conceptualizing  the  problem,  and  the  therapy 
provides  a number  of  different  approaches  to  the  problem  not  available 
with  conventional  theory  and  therapy.  The  therapy  principles  are  derived 
directly  from  the  theory, 

I have  found  it  helpful  to  think  of  the  degree  of  strength  of  impairment 
in  the  person  who  develops  drinking  problems.  The  basic  strength  or  level 
of  differentiation  of  self,  rather  than  the  intensity  of  the  alcoholism,  is 
a rather  good  predictor  of  the  outcome  of  any  therapy  effort.  I mentioned 
two  profiles  at  the  extremes  of  the  spectrum.  The  closer  a person  to  the 
upper  end  of  the  spectrum,  even  though  alcohol  consumption  may  be 
high  and  consistent,  the  greater  the  basic  strength  and  the  more  likely 
a favorable  clinical  result.  The  closer  a person  to  the  “social  outcast”  end 
of  the  spectrum,  even  though  alcohol  consumption  is  lower,  the  less  likely 
there  will  be  any  change  with  any  therapy  effort. 

Attention  in  therapy  goes  first  to  the  overall  level  of  anxiety.  It  is  a fascinat- 
ing fact  that  the  people  who  are  most  dependent  on  the  drinking  person 
are  more  overtly  anxious  than  the  one  who  drinks.  This  says  much  about 
the  nature  of  the  problem.  The  more  the  family  is  threatened,  the  more 
anxious  they  get,  the  more  they  become  critical,  the  greater  the  emotional 
isolation,  the  more  the  alcoholic  drinks,  the  higher  the  anxiety,  the  greater 
the  criticism  and  emotional  distance,  the  more  the  drinking,  etc.,  in^  an 
emotional  escalation  which  makes  the  problem  worse  and  both  sides  more 
rigidly  righteous.  Anything  that  can  interrupt  the  spiraling  anxiety  will 
be  helpful.  Any  one  significant  family  member  who  can  “cool”  the  anxious 
response,  or  control  one’s  own  anxiety,  can  make  a step  toward  de- 
escalation. 

I have  had  a number  of  complete  “cures”  of  serious  drinking  problems 
in  husbands,  in  which  the  husbands  steadfastly  refused  to  attend  sessions 
and  the  total  time  was  spent  with  the  wives.  In  these  situations  the  time 
was  spent  in  teaching  the  wives  about  the  way  family  systems  work,  and 
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in  helping  them  to  control  their  reciprocal  role  in  the  problem.  I have 
had  two  families  with  alcoholism  in  a parent,  in  which  neither  parent 
would  have  anything  to  do  with  “therapy,”  in  which  the  total  time  was 
spent  with  a motivated  oldest  daughter,  and  in  which  the  outcome  was 
favorable.  In  one  family,  it  was  the  father  who  was  alcoholic,  and  in  the 
other  family  it  was  the  mother.  It  is  far  more  usual,  however,  to  have 
the  drinking  person  attend  at  least  part  of  the  sessions. 

Knowledge  of  the  “do  it  myself’  posture,  and  the  emotional  isolation 
from  parental  family  in  the  past  generation,  and  from  the  spouse  in  the 
present  generation,  provides  a number  of  clues  to  helpful  techniques  in 
therapy.  The  alcoholic  person  operates  on  a narrow  margin  between  too 
much  closeness  and  too  much  emotional  isolation.  When  he  is  drinking, 
he  is  emotionally  isolated.  Frequently,  it  takes  only  a slight  decrease  in 
the  emotional  isolation  to  stop  the  drinking  and  get  the  therapy  on  a 
more  constructive  level.  Often  it  is  possible  to  “coach”  the  family  to 
re-establish  more  meaningful  emotional  contact  with  a parental  family. 
The  immediate  results  can  be  striking  in  situations  in  which  the  rela- 
tionships with  parents  improve  only  slightly. 

There  is  one  basic  principle  that  applies  to  any  family  in  which  one 
significant  family  member  is  in  a marked  overfunctioning  position  and 
the  other  in  a marked  dysfunctioning  position.  It  is  far  easier  to  help 
the  overfunctioning  person  tone  down  the  overfunctioning  than  it  is  to 
try  to  help  the  dysfunctional  one  increase  the  functioning.  In  any  situation 
in  which  there  is  an  either-or  choice  of  where  to  put  the  focus  in  therapy 
sessions,  it  is  with  the  overfunctioning  family  member. 

Finally,  there  are  the  situations  in  which  one  spouse  is  an  alcoholic  and 
both  spouses  are  willing  and  eager  to  attend  the  sessions.  In  general,  these 
are  the  families  that  do  best.  Most  of  the  time  can  be  devoted  to  defining 
the  emotional  interdependence  from  the  beginning.  Results  are  less  fa- 
vorable when  one  spouse  is  reluctant  to  attend.  In  these  cases,  I tend 
to  look  for  one  family  member  who  is  motivated  to  work  on  the  total 
problem  alone,  until  both  are  willing  to  be  involved  together.  Family 
therapy  with  two  spouses  is  one  of  the  high  roads  to  successful  results. 

In  summary,  family  systems  theory  provides  a different  framework  for 
conceptualizing  alcoholism,  and  family  systems  therapy  provides  a spec- 
trum of  effective  ways  for  modification  of  the  family  relationship  patterns. 
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by  Richard  S.  Farr 


Television,  magazine,  and  newspaper  advertisements  continually  urge  us 
to  reach  for  the  aspirin  bottle  when  bothered  by  anything  from  a hang-over 
to  that  nebulous  condition  known  as  the  “blahs.”  The  urging  seems  to 
work,  for  today  aspirin  is  unquestionably  the  world’s  favorite  medicine. 
It  is  the  first  drug  most  physicians  recommend  for  headaches,  the  aches 
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aad  pains  of  the  common  cold,  and  rheumatoid  arthritis.  Furthermore, 
the  majority  of  North  Americans,  playing  doctor,  freely  prescribe  aspirin 
for  themselves  and  their  children.  As  a result,  the  American  public  now 
consumes  an -estimated  37  million  pounds  of  aspirin  and  its  compounds 
e^cjj  year— at  a cost  of  $500  million. 

^ Available  without  prescription,  the  drug  is  commonly  assumed  to  be  safe. 
However,  there  is  considerable  evidence  to  the  contrary.  For  example, 
at  least  10  percent  of  all  the  adverse  drug  reactions  recorded  in  American 
hospitals  are  caused  by  aspirin.  In  fact,  one  out  of  every  500  people  who 
take  aspirin  experience  undesirable  side  effects,  including  skin  rashes, 
asthma,  and  gastrointestinal  bleeding.  To  understand  the  Dr.  Jekyll  and 
Mr.  Hyde  quality  of  the  supposed  wonder  drug,  let  us  first  look  at  its 
history. 

The  saga  of  aspirin  began  in  1763,  when  the  Reverend  Edward  Stone 
reported  to  the  Royal  Society  in  England  that  extract  of  willow  bark  would 
reduce  fever— a fact  Indians  had  known  centuries  earlier.  However,  it  was 
not  until  1860,  when  quinine,  then  the  preferred  fever  reducer,  was  expen- 
sive and  in  short  supply,  that  the  active  ingredient  in  willow  bark  was 
identified  as  salicylic  acid. 

The  next  breakthrough  occured  14.  years  later  when  it  was  discovered 
that  sodium  salicylate,  the  sodium  salt  of  salicylic  acid,  not  only  reduced 
fevers  but  also  displayed  anti-inflammatory  properties  and  therefore  could 
be  used  as  a remedy  for  acute  rheumatism.  In  1876  sodium  salicylate  went 
on  sale  in  apothecary  shops  in  powder  form.  Although  it  successfully 
reduced  fevers  and  alleviated  rheumatic  discomforts,  the  powder  caused 
gastric  disturbances,  such  as  nausea,  and  had  a disagreeable  taste.  These 
side  effects  prompted  chemists  to  search  for  a related  compound  that  would 
have  the  advantages  of  sodium  salicylate  but  none  (or  at  least  fewer) 
of  the  disadvantages.  The  search  led  to  the  synthesis  of  a substance  known 
as  acetylsalicylic  acid,  first  put  on  sale  in  1899  by  the  Bayer  Company 
of  Germany.  Bayer  called  its  new  pain  reliever  “aspirin.”  (Bayer  trade- 
marked  the  name,  and  when  U.S.  companies  began  to  market  acetyl- 
salicylic acid  under  the  name  aspirin,  Bayer  took  them  to  the  courts.  The 
German  company  lost  the  trademark  battle  in  the  United  States,  but  in 
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Canada,  for  example,  the  term  aspirin  belongs  exclusively  to  leaver.) 

The  first  medical  reports  of  the  possible  dangers  of  aspirin  began  to  appear 
in  the  1920s.  For  nearly  half  a century,  however,  warnings  of  the  problems 
of  aspirin  were  largely  confined  to  the  medical  literature.  It  was  not  until 
1968  that  a newspaper  headline  made  the  matter  public.  It  read,  “Rare 
Disease  Fells  Astronaut.”  The  astronaut  was  Lieutenant  C ommander  John 
S.  Bull,  and  the  “rare  disease”  was  known  as  aspirin  intolerance.  The 
symptoms  of  the  “disease”  that  caused  Bull  to  resign  as  an  astronaut  were 
episodes  of  shortness  of  breath,  wheezing,  and  gasping— indistinguishable 
from  an  asthma  attack. 

Persons  with  aspirin  intolerance  often  develop  asthma  between  15  minutes 
and  three  hours  after  taking  the  drug.  Because  of  this  latent  period,  many 
patients  fail  to  relate  the  ingestion  of  aspirin  with  the  subsequent  asthma. 
Furthermore,  unlike  asthma  caused,  for  example,  by  ragweed  pollen  al- 
lergy (which  can  be  prevented  by  avoiding  ragweed),  the  asthma  attacks 
associated  with  aspirin  intolerance  usually  continue  even  after  the  person 
stops  taking  the  drug. 

Although  aspirin  intolerance  seldom  occurs  in  children,  when  it  erupts 
it  does  so  anytime  during  or  after  the  teens.  Moreover,  it  usually  develops 
suddenly  even  in  people  who  have  taken  the  drug  for  years  with  no  ill 
effects.  It  can  neither  be  predicted  by  the  skin  tests  traditionally  used 
to  detect  allergic  reactions  nor  prevented  by  “allergy  injections.”  In  fact, 
there  is  no  convincing  evidence  that  the  problem  is  actually  caused  by 
an  allergy  to  aspirin.  Rather,  it  is  believed  that  aspirin  intolerance  is  a 
metabolic  disorder  that  usually  occurs  in  people  who  suffer  from  a recurring 
stuffy  nose,  sinus  infections,  growths  in  the  membrane  lining  the  nose, 
and  bronchial  asthma. 

Just  how  rare  is  the  “disease”  that  felled  Lt.  Comdr.  Bull?  Among  the 
severe  asthmatics  treated  at  the  National  Jewish  Flospital  and  Research 
Centre  in  Denver,  Colorado,  one  patient  out  of  five  develops  asthma  after 
taking  aspirin.  As  in  Bull’s  case,  most  of  these  patients  have  had  aspirin 
intolerance  for  months  or  years  before  recognizing  it.  Similarly,  a recent 
report  from  the  Scripps  Clinic  and  Research  Foundation  in  La  Jolla, 


California,  indicates  that  eight  percent  of  the  asthmatics  treated  at  the 
clinic  also  display  aspirin  intolerance. 

Another  side  effect  frequently  associated  with  taking  aspirin  is  chronic 
urticaria:  hives.  In  studies  from  England  it  was  found  that  22  percent 
of  patients  with  chronic  urticaria  had  flare-ups  after  taking  aspirin.  It 
is  thought  that  the  biological  process  that  causes  the  hives  may  be  entirely 
different  from  the  one  that  initiates  aspirin-induced  asthma,  although  this 
latter  process  remains  obscure. 

Three  years  ago,  Professor  A.L.  DeWeck  in  Switzerland  presented  convinc- 
ing evidence  that  commercial  aspirin  contains  a contaminant,  aspirin 
anhydride,  that  readily  joins  with  certain  substances  in  the  blood.  The 
resulting  combination  acts  as  the  allergic  substance  causing  a breakout 
of  hives.  This  is  one  of  the  more  substantial  theories  postulated  to  explain 
aspirin’s  ability  to  cause  trouble  in  the  body.  Perhaps,  however,  there  are 
some  brands  of  aspirin  that  contain  less  contaminant.  If  so,  these  might 
be  less  prone  to  produce  ill  effects.  Unfortunately,  to  my  knowledge  no 
study  has  been  carried  out  to  determine  the  contaminant  levels  of  various 
aspirin  brands  and  the  effects  each  has  on  the  same  individuals. 

Yet  another  common  side  effect  of  aspirin  ingestion  is  the  loss  of  small 
(and  sometimes  not  so  small)  quantities  of  blood  through  the  stomach 
and  intestines.  An  explanation  for  this  reaction  was  reported  in  1967  by 
Dr.  Harvey  Weiss  of  New  York.  He  found  that  aspirin  inhibited  the  normal 
blood-clotting  mechanism  and  thus  caused  prolonged  bleeding  time.^ 

It  appears  that  aspirin  prevents  blood  from  clotting  normally  by  interfering 
with  the  aggregation  of  platelets,  the  tiny,  cellular  fragments  found  in 
blood  that  are  vital  to  the  normal  formation  of  blood  clots.  These  platelets 
play  a key  role  in  the  repair  of  blood  vessels.  For  example,  when  a capillary 
is  damaged,  platelets  begin  adhering  to  the  injured  area.  Eventually, 
enough  clump  together  to  form  a plug  on  which  the  rest  of  the  blood 
clot  forms.  Without  this  plug,  clotting  takes  place  more  slowly. 

During  the  clotting  process  the  platelets  release  substances  that  piromote 
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continued  aggregation.  The  dosage  recommended  on  most  aspirin  con- 
tainers—two  five-grain  tablets,  or  approximately  600  milligrams— prevents 
aggregation  by  blocking  the  release  of  certain  of  these  chemicals.  Thus, 
ruptured  capillaries  cannot  clot  quickly  enough  to  prevent  a small  loss 
of  blood.  (Most  people  lose  about  a teaspoonful  of  extra  blood  in  their 
stools  after  taking  aspirin.  However,  ingesting  the  aspirin  with  food,  milk, 
or  at  least  a full  glass  of  water  minimizes  the  loss  in  some  persons.)  Gen- 
erally, aspirin-associated  bleeding  of  this  type  is  not  significant,  although 
even  this  small  loss  of  blood  could  conceivably  result  in  an  iron-deficiency 
anemia. 

There  is  also  a more  severe  type  of  gastrointestinal  bleeding  associated 
with  the  ingestion  of  aspirin.  Here,  the  patient  can  lose  several  pints  of 
blood  and  require  a transfusion.  This  situation  is  more  complex  than  that 
of  minor  aspirin-associated  bleeding  and  can  sometimes  involve  other 
factors  such  as  alcohol  intake  or  the  presence  of  stomach  disease.  A 1969 
study  of  125  patients  with  acute  upper  gastrointestinal  bleeding  found 
that  80  percent  of  them  had  taken  aspirin  in  the  preceding  48  hours.  About 
75  percent  had  taken  from  six  to  12  five-grain  aspirin  tablets  in  that  time 
span  and  had  received  no  other  medication.  Many  of  these  patients  had 
additional  diseases  such  as  peptic  ulcers,  stomach  cancer,  or  varicose  veins 
of  the  esophagus.  However,  47  patients  had  no  pre-existing  condition  that 
would  enhance  the  likelihood  of  bleeding.  Forty  of  them  had  taken  no 
other  drug  but  aspirin  before  hemorrhaging. 

These  properties  of  aspirin  make  it  clear  that  the  drug  should  not  be 
used  for  at  least  a week  prior  to  surgery  and  that  it  should  be  avoided 
by  people  with  blood-clotting  diseases  such  as  hemophilia.  It  also  has 
been  shown  that  pregnant  women  who  had  taken  aspirin  during  the  week 
prior  to  delivery  gave  birth  to  children  with  defective  clotting  mechanisms. 
The  doctors  who  discovered  this  fact  recommend  that  aspirin  should  not 
be  taken  when  labor  is  imminent. 

The  blood-clotting  defect  regularly  caused  by  aspirin  is  a prime  example 
of  the  Jekyll-Hyde  quality  of  this  drug.  Blood  clots  in  the  coronary  arteries 
of  the  heart  or  in  the  blood  vessels  in  the  brain  diminish  the  blood  supply 
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ta  these  vital  organs.  When  sufficient  blood  to  nourish  them  with  oxygen 
and  other  substances  is  unable  to  pass  through  choked-off  blood  vessels, 
substantial  harm-even  death— can  occur.  Since  clumps  of  platelets  form 
the  core  of  these  clots,  or  thrombi,  it  has  been  reasoned  that  the  administra- 
tion of  small  doses  of  aspirin  on  a regular  basis  may  help  lower  the  risk 
of  coronary  heart  attacks  and  strokes.  There  can  be  no  major  objection 
\ tcf  putting  such  interesting  concepts  to  the  test,  providing  the  physicians 
* cAiducting  these  trials  are  well  aware  of  that  one  person  in  500  who 
^'experiences  untoward  effects  from  aspirin. 

What  happens  to  aspirin  after  you  take  it?  Much  of  it  is  absorbed  as 
acetylsalicylic  acid  directly  through  the  linings  of  the  stomach  and  the 
small  intestine  into  the  vast  capillary  network.  There,  with  the  help  of 
certain  enzymes  in  the  alkaline  bloodstream,  it  is  promptly  uncoupled 
(hydrolized)  into  its  parent  compounds,  salicylic  and  acetic  acids.  What 
has  been  learned  in  the  last  few  years  is  that  during  the  hydrolysis  of 
aspirin  some  of  the  acetic  acid  permanently  bonds  to  the  surface  of  serum 
protein  and  probably  to  the  surface  of  blood  platelets.  One  of  the  most 
important  serum  proteins  to  be  affected  by  aspirin  in  this  manner  is 
albumin. 

It  is  not  clear  whether  other  body  constituents  are  similarly  affected  by 
aspirin,  but  it  is  known  that  many  important  enzymes  can  be  changed 
when  treated  with  aspirin  in  a test  tube.  To  date  the  only  effect  known 
to  result  from  this  bonding  quality  of  aspirin  is  that  some  medicines 
traveling  in  the  bloodstream  are  coupled  too  strongly  with  albumin  and 
once  they  arrive  at  the  site  where  they  are  needed  they  are  unable  to 
uncouple.  Although  this  bonding  theory  requires  more  scientific  study, 
it  already  has  provoked  discussion  about  finding  an  aspirin-like  medicine 
that  does  not  cause  these  undesirable  alterations. 

Many  of  the  beneficial— and  detrimental— effects  of  aspirin  are  the  results 
of  the  drug’s  ability  to  interfere  with  the  synthesis  of  a family  of  hormone- 
like substances  known  as  the  prostaglandins.  Prostaglandins  have  the  ca- 
pacity to  contract  or  dilate  smooth  muscles  in  the  lung,  gut,  bowel,  uterus, 
and  blood  vessels.  They  appear  to  be  present  in  every  tissue  of  the  body. 
They  also  act  in  the  central  nervous  system  to  cause  fever  and  are  probably 
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involved  in  the  process  of  inflammation.  Interestingly,  whereas  aspirin 
will  inhibit  formation  of  the  prostaglandins,  its  forerunner,  sodium  salicy- 
late, is  almost  totally  unable  to  do  this. 

These  recent  discoveries  have  two  foreseeable  e fleets  ini  the  aspirin  story. 
First,  they  will  enable  chemists  to  synthesize  drugs  with  specific  actions 
on  isolated  prostaglandins  so  as  to  enhance  ilie  desired  effect  and  minimi/e 
the  untoward  reaction.  Conversely,  information  gained  in  such  studies 
will  add  to  our  knowledge  of  how  prostaglandins  themselves  are  acting 
upon  various  tissues  and  organs. 

As  concerns  bleeding,  people  with  known  hemorrhagic  problems  should 
avoid  aspirin  and  use  such  drugs  as  sodium  salicylate  or  acetaminophen 
(Tylenol)  instead.  The  same  would  be  true  for  persons  with  rhinitis  (nasal 
infection),  sinus  disease,  or  asthma.  If  pain  or  fever  relief  is  necessary 
during  the  last  few  w^eeks  of  pregnancy,  women  should  take  one  of  the 
aspirin  substitutes. 

Aspirin  also  should  be  avoided  during  the  first  three  months  of  pregnancy, 
unless  there  is  a strong  reason  for  its  use.  There  is  a somber  report  by 
a Welsh  physician  that  suggests  that  the  use  of  aspirin  during  the  first 
three  months  of  pregnancy  results  in  a small  but  statistically  significant 
increase  in  the  possibility  of  giving  birth  to  a malformed  baby.  The  report 
notes  that  the  study  was  done  retrospectively— by  asking  mothers  of  mal- 
formed children  whether  or  not  they  took  aspirin  during  the  first  trimester 
of  their  pregnancy.  Studies  of  this  sort  can  never  determine  for  sure  whether 
the  malformations  were  due  to  aspirin  or  to  the  conditions  that  promoted 
the  women  to  take  the  aspirin.  However,  until  this  matter  is  firmly  resolved, 
it  would  seem  wise  to  minimize  the  ingestion  of  aspirin,  or  any  drug  for 
that  matter,  during  the  early  months  of  pregnancy. 

Finally,  manufacturers  should  clearly  label  those  products  that  contain 
aspirin,  and  the  labels  should  warn  of  possible  bleeding  and/or  asthma 
in  some  persons.  There  are  at  least  63  products  containing  aspirin  or  an 
aspirin  substitute  as  their  major  ingredient  that  can  be  purchased  without 
a prescription.  No  one  has  proven  that  a particular  five-grain  aspirin  tablet 
is  any  better  in  relieving  pain  or  fever  than  a five-grain  tablet  of  any 
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other  brand.  All  aspirin  tablets  must  conform  to  standards  set  by  the  U.S. 
Pharmacopeia,  which  call  for  not  less  than  99.5  percent  and  not  more 
than  100.5  percent  acetylsalicylic  acid.  The  combinations  of  so-called 
extra-ingredient  pain  relievers  have  never  been  proven  more  effective  than 
aspirin— and  plain  aspirin  is  much  less  expensive.  Nevertheless,  the  pur- 
chasing habits  of  many  people  do  not  reflect  these  facts.  In  1968,  for 
example,  the  American  public  spent  almost  $103  million  for  aspirin  but 
as  much  as  $345  million  for  combinations  of  aspirin  with  other  ingredients. 
Judging  from  the  amount  of  money  spent  on  drugs  and  the  brands  pur- 
chased, it  seems  that  most  of  us  believe  the  more  we  pay  for  something, 
the  better  it  will  work. 

All  in  all,  however,  aspirin  is  a remarkably  versatile  drug.  It  is  capable 
of  lowering  body  temperature  in  persons  with  fever  (curiously,  it  does 
not  have  this  effect  when  body  temperature  is  normal).  Aspirin  does  this 
by  resetting  the  body’s  thermostat,  a small  region  within  the  brain  called 
the  hypothalamus.  The  hypothalamus  does  not  directly  decrease  the  body’s 
heat  production;  instead,  it  accelerates  the  body’s  cooling  mechanism  by 
increasing  the  production  of  sweat. 

Although  the  precise  way  in  which  aspirin  affects  the  nervous  system  to 
relieve  pain  is  not  known,  what  has  been  learned  is  that  aspirin  works 
better  for  somatic  pain  (headache,  sprains,  toothache,  arthritis,  etc.)  than 
for  visceral  pain  (intestinal  cramps,  colic,  and  gastric  distress).  Contrary 
to  the  good-sense  cold  prescription— take  two  aspirin,  drink  plenty  of  fluids, 
and  get  a good  night’s  sleep— aspirin  does  not  significantly  influence  the 
course  of  colds. 

Every  self-medicator  should  be  aware  of  the  hazards  of  aspirin.  First, 
it  must  be  regarded  as  a truly  potent  drug  and  therefore  should  not  be 
used  indiscriminately.  Those  who  take  therapeutic  doses  of  aspirin  to 
control  rheumatic  diseases  should,  of  course,  continue  to  do  so.  To  reiterate, 
as  far  as  we  know,  only  one  person  in  500  has  bad  effects  fropi  aspirin, 
and  many  arthritics  derive  a great  deal  of  relief  from  the  drug.  On  the 
other  hand,  it  makes  sense  not  to  take  this  one  in  500  gamble  unless  there 
is  a good  reason  to  do  so. 


48 


In  addition  to  the  generic  brands  sold  in  Canada  as  ASA,  some  of  the 
products  which  contain  acetylsalicylic  acid  are:  Aspirin  (Bayer),  a trade 
name  in  this  country,  Anacin,  Bufferin,  Dristan,  Espirets,  Frosst  217,  Frosst 
222,  Instantine,  Ospra,  and  Templeton  TRC.  In  1970  the  Canadian  Food 
1 and  Drug  Directorate  established  new  regulations  for  labeling  drugs  con- 
taining acetylsalicylic  acid.  To  lessen  the  hazard  of  children  being  poisoned 
by  a common  headache  tablet,  the  new  labels  show  conspicuous  warnings 
about  safekeeping  and  dosage. 

Adult  doses  found  on  labels  are  based  upon  limits  of  drug  dosage  for 
acetylsalicylic  acid  set  forth  in  the  Food  and  Drugs  Act.  The  limit  for 
: a single  adult  dose  is  the  equivalent  of  three  tablets  of  five-grain  strength, 
and  for  the  total  daily  dose,  nine  tablets  of  five-grain  strength, 

« Because  of  their  small  size,  children  are  even  more  sensitive  to  the  amount 
of  ASA  in  a preparation.  For  safety’s  sake,  neither  ASA  nor  any  other 
j drug  should  be  given  to  a child  under  two  years  of  age,  except  as  directed 
i by  a physician.  The  Food  and  Drugs  Act  has  established  limits  of  dosage 
! for  older  children.  For  10  to  14-year-olds  the  limit  is  one  half  the  adult 
y dose  limit;  for  five  to  nine-year-olds,  one  quarter  the  adult  dose;  and 
i for  two  to  four-year-olds,  one  sixth  the  adult  dosage. 

Statistics  from  Poison  Control  Centres  in  Canada  show  that  in  1972  (the 
latest  available  year  for  figures)  10.8  percent  of  the  accidental  poisonings 
by  ASA  were  of  children.  Of  those  children,  57.3  percent  were  under  five 
years  of  age. 


by  Terri  Kurzman 


A Nbn-dnig  Approaeh 
toDrngEdiieation 

Commnnication  Skills  Seminar 


In  responding  to  problems  of  chemical  abuse,  many  individuals  are  wel- 
coming the  advent  of  the  “brand  new  language”  initiated  by  the  U.S. 
federal  government’s  Special  Action  Office  of  Drug  Abuse  Prevention 
in  October,  1973.  No  longer  are  we  to  use  words  like  “needle,”  “pusher,” 
“bummer,”  “scag,”  or  “freak-out,”  but  instead  we  are  urged  to  view  the 
drug-abusing  problem  as  one  to  be  addressed  through  love,  'caring,  com- 
munication, and  sharing  if  we  are  to  find  a solution.  While  the  need  to 
communicate  is  being  heralded  throughout  the  land,  there  is  little,  if  any, 
adequate  response. 

Anticipating  the  change  in  emphasis  early  in  1972,  the  University  of  Min- 
nesota Drug  Information  and  Education  Program  developed  a communi- 
cation skills  seminar.  The  program  has  two  major  objectives.  It  is  designed 
to  reduce  and/or  prevent  socially  dysfunctional  adolescent  behavior  (spe- 
cifically drug-abusing  behavior)  by  guiding  parents  and  adolescents  to 
communicate  more  openly,  less  defensively,  and  less  destructively  with  one 
another.  The  seminar  tries  to  accomplish  this  by  fostering  trust  in  family 
relationships;  increasing  mutual  understanding  of  the  other  as  a separate. 


Ms.  Kurzman  is  a drug  education  advisor  with  Metro  Drug  Awareness,  Minneapolis  Health 
Department  and  an  instructor,  secondary  education.  University  of  Minnesota.  A slightly 
different  version  of  this  article  will  be  appearing  in  Contemporarv  Drug  Problems,  Summer 
’74,  Vol.  4,  #6,  a quarterly  publication  of  Federal  Legal  Publications  and  Company,  New 
York. 
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unique  individual;  increasing  sharing  of  information;  effecting  the  use 
of  “active  listening;”*  and  increasing  self-esteem  and  lowering  anxiety. 
A second  objective  of  the  seminar  is  to  develop  a model  so  that  it  can 
be  reproduced,  implemented,  and  evaluated  in  schools  and  other  social 
agencies  throughout  the  country. 

In  January,  1973,  pilot  projects  of  the  communication  skills  seminar  were 
initiated  in  four  Minnesota  schools.  Forty-five  adolescents  and  their  parents 
were  directed  into  experimental  groups  of  10  persons  or  less.  The  adoles- 
cents and  parents  were  given  the  choice  of  participating  either  in  small 
groups  with  their  own  family  member  or  in  small  groups  with  individuals 
not  from  the  same  family.  Only  one  group  of  adolescents  and  parents 
chose  to  participate  with  their  own  family  members  (five  adolescents  and 
five  parents)  while  eight  groups  of  adolescents  and  parents  chose  to  partici- 
pate with  those  from  different  families. 

Ten  two-hour  sessions  were  held  once  a week  in  either  a parent’s  home, 
a church,  or  a school.  Each  meeting  began  by  viewing  short  movies, 
practising  what  Louis  E.  Raths,  Sidney  B.  Simon  and  Merrill  Harmin, 
in  their  book  Values  and  Teaching,  call  values-clarification  techniques, 
or  engaging  in  role-playing  games  to  stimulate  conversation.  The  discus- 
sions centred  around  problems  of  adult  and  peer  pressures^  self-esteem, 
school  responsibility  in  drug  education,  drug  emergency  first-aid,  non- 
chemical ways  of  reducing  anxiety,  intercultural  tensions,  and  community 
involvement. 

Each  parent-adolescent  group  was  lead  by  a facilitator,  drawn  from  Uni- 
versity of  Minnesota  students  in  different  health  science  disciplines  who 
attended  a 12-hour  training  program  in  group  dynamics  prior  to  the 
seminar. 

This  pilot  study  was  evaluated  by  means  of  a pre-test  and  post-test  battery 
of  self-report  attitude  instruments  for  parents  and  adolescents— multiple 

*According  to  Thomas  Gordon’s  Parent  Effectiveness  Training  (Peter  H.  Wyden.  Inc.:  New 
York;  1970).  in  active  listening  the  receiver  of  a message  tries  to  understand  what  it  is  the 
sender  is  feeling  or  what  his  message  means  (rather  than  expressing  reaction),  then  attempts 
to  rephrase  his  understanding  for  the  sender’s  verification.  The  underlying  rationale  for 
the  use  of  this  technique  is  that  mere  reception  and  recognition  of  certain  messages  have 
healthful  effects  on  the  sender,  encouraging  him  to  release  some  frustration  and  fostering 
self-esteem,  regardless  of  whether  the  message  receives  approval. 
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choice  checklists  and  semantic-differential  response  forms  to  tap  feelings 
and  predispositions  towards  one’s  own  family,  drug  use,  school,  self,  and 
friends.  Evaluation  of  the  participants  in  the  pilot  program  indicated  that 
the  majority  found  it  was  a positive  experience,  better  understood  their 
own  parent  or  child,  and  would  recommend  an  experience  of  this  nature 
to  their  friends. 

Perhaps  equally  as  signficant  was  the  reaction  of  the  schools:  all  requested 
a continuation  of  the  program  this  year.  Past  participants  made  predomi- 
nantly two  suggestions  for  future  seminars : that  the  parents  and  adolescents 
who  participated  in  past  groups,  as  well  as  teachers,  counselors,  and  ad- 
ministrators within  the  school  district,  be  facilitators  for  subsequent  groups 
in  the  school;  and  that  family  members  meet  in  separate  groups  for  most 
of  the  seminar  and  then  be  brought  together  with  their  own  family  member 
at  the  end  of  the  seminar.  Since  January,  1974,  the  communication  skills 
seminar  has  been  operating  in  10  Minnesota  schools.  Five  are  suburban 
schools  with  predominantly  white  middle-class  students,  three  are  inner 
city  schools  with  black  and  white  students,  and  two  are  rural  schools. 

Each  of  these  participating  schools  has  selected  an  average  of  40  adolescents 
and  40  parents  to  participate  in  the  seminar  for  this  academic  year.  We 
did  not  require  any  specific  selection  criteria  for  identifying  participants 
because  we  wanted  to  avoid  possible  “labeling”  effects  and  self-fulfilling 
prophecies  which  might  result  from  a program  directed  solely  to  those 
with  drug  problems.  Further,  although  an  underlying  intent  is  to  affect 
drug  use  behavior,  the  improved  skills  which  the  program  is  designed 
to  produce  have,  by  their  very  nature,  a much  broader  impact  on  the 
participants;  even  the  drug  use  parts  of  the  program  content  serve  as  a 
vehicle  for  strengthening  general  interpersonal  skills. 

Since  we  discourage  the  use  of  the  seminar  in  schools  for  only  those  who 
have  drug-related  problems,  we  encourage  a volunteer-based  selection 
procedure  in  which  a simple  interview  is  conducted  to  screen  out  those 
students  with  inappropriate  motivations  such  as  merely  wanting  credit, 
wanting  to  cut  other  classes,  etc.  In  addition,  each  school  decides  which 
grade  level  of  students  will  be  the  target  population  for  the  seminar.  Some 
schools  in  the  current  group  have  elected  to  open  the  seminar  to  the  entire 
student  body;  others  have  placed  the  seminar  in  their  evening  community 
education  program,  while  others  are  recruiting  participants  through  the 
P.T.A.  or  other  community  groups. 
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Adolescents  participating  in  the  seminar  are  sometimes  offered  an  incen- 
tive in  the  form  of  one  course  credit  contingent  on  their  parent’s  participa-  i 
tion.  The  parent  participating  in  the  program  is  the  one  designated  by 
the  adolescent  as  being  the  most  difficult  to  share  information  with  at 
home  without  fighting.  If  problems  are  indicated  with  both  parents,  then 
the  parent  who  can  most  conveniently  attend  is  encouraged  to  do  so.  In 
circumstances  where  a student  volunteers  to  participate  and  his  parent  ' 
will  not,  or  vice  versa,  we  try  to  pair  single  parents  and  adolescents  together. 

j ' 

Based  on  revisions  from  the  pilot  projects  in  1973,  the  plan  for  the  10  j i 
weeks  of  the  seminar  calls  for  adolescents  and  parents  not  from  the  I 

same  families  to  meet  together  in  small  groups  of  no  more  than  five  J 
adolescents  and  five  parents  for  the  first  five  sessions.  The  subsequent 
five  sessions  bring  the  adolescents  and  their  own  parents  together  in 
interaction  for  increasingly  greater  portions  of  the  program,  so  that  in 
the  last  sessions  the  adolescents  meet  predominantly  with  their  own  parents 
in  small  groups.  We  expect  that  the  use  of  surrogate  parents  and  children 
in  the  first  five  sessions  will  allow  the  participants  to  learn  communication 
skills  without  the  interference  of  intense  emotional  reaction  or  obstructive 
pre-learned  family  attitudes,  while  recognizing  processes  of  valuing  in 
different  lifestyles,  and  finally,  transferring  feelings,  attitudes,  and  tools 
to  their  own  families. 

In  program  sessions,  initial  stimulus  materials  such  as  short  movies, 
values-clarification  games,  and  role-playing  techniques  are  followed  by 
discussion  among  adolescents  and  parents  about  values  clarification, 
drug  use  and  abuse,  self-concept,  adult  and  peer  pressures,  family  relation- 
ships, and  communication  techniques. 

We  are  currently  in  the  process  of  designing  three  adaptations  of  the 
communication  skills  seminar;  one  directed  towards  homogeneous, 
middle-class  audiences  in  and  out  of  metropolitan  areas  (suburban); 
one  directed  towards  black,  native  American,  Hispanic  and  white  audi- 
ences in  “inner-city”  areas  (urban);  and  one  directed  towards  farm  and 
small  town  audiences  (rural). 

We  are  also  conducting  the  seminar  as  an  educational  alternative  to  the 
criminal  justice  system  for  juvenile  offenders.  Parents  and  adolescents 
are  referred  by  probation  officers,  public  defenders,  and  judges  before, 
during,  or  after  arraignment. 
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Course  Outline 

The  following  outline  identifies  the  goals  and  processes  for  each  of  the 

10  learning  experiences  in  the  suburban  program: 

SESSION  1 (two  hours) 

Goal:  Reduce  feelings  of  uneasiness;  foster  free  expression  of  opinions 

and  attitudes;  experience  different  value  systems;  explanation 
of  program  goals. 

Process:  “Getting  acquainted”  game;  view  movie,  “Brian  at  17,”  a portrayal 
of  a high  school  senior  in  his  relationships  with  teachers,  adminis- 
trative personnel,  friends,  and  family;  discussion  questions. 

SESSION  2 (two  hours) 

Goal:  Explore  valuing  and  decision-making  process;  increase  mutual 

understanding  of  each  other  as  separate,  unique  individuals. 

Process:  Teach  seven  steps  of  valuing  as  defined  in  Values  and  Teaching; 
values-clarification  games;  view  movie  “Parent  Problems:  When 
Loyalties  Conflict,”  which  presents  a dilemma  in  teenage  ethics 
and  then  asks  the  viewer  to  try  to  resolve  it. 

SESSION  3 (two  hours) 

Goal:  Gain  effectiveness  in  “active  listening”  and  sharing  of  informa- 

tion. 

Process:  View  movie,  “Is  It  Always  Right  to  Be  Right?”,  an  animated 
cartoon  in  which  age,  race,  and  vocation  create  factions  which 
impair  communication;  role-play  and  discuss  communication 
barriers;  practise  active  listening,  and  shared  meanings. 

SESSION  4 (two  hours) 

Goal:  Explore  conflict  situations  and  problem-solving;  increase  trust  in 
relationships;  increase  mutual  understanding  of  each  other  as 
separate,  unique  individuals. 

Process:  Role-play  family  conflict  situations;  discuss  barriers  that  interfere 
with  communication  patterns  in  family,  school,  and  work  interac- 
tions; practise  active  listening. 
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SESSION  5 (two  hours) 

Goal:  Increase  awareness  of  how  attitudes  interfere  with  effective  com- 

munication. 

Complete  the  task  in  the  “Whole  Fault  Exercise”  short  story  in 
which  the  group  is  asked  to  reach  consensus  on  a controversial 
issue;  discuss  communication  barriers  that  interfere  with  task 
completion. 

SESSION  6 ("/%  hour  with  surrogate  family  member;  20  minutes  with  own 
family  member) 

Goal:  Clarify  relationships;  set  up  goals  with  own  family  member; 
increase  trust  in  the  relationship;  increase  sharing  of  information; 
reinforce  active  listening  with  surrogate  family  member  and  own 
family  member. 

Process:  View  movie  “Kids,  Parents,  and  Pressures,”  which  focuses  on 
relieving  pressures  and  tensions  in  a parent-teen  relationship; 
discussion  questions;  teach  eight  criteria  for  goal-setting;  practise 
setting  goals  with  surrogate  family  member  and  then  own  family 
member. 

SESSION  1 (IVa  hour  with  surrogate  family  member;  45  minutes  with  own 
family  member) 

Goal:  Reinforce  sharing  of  information;  increase  awareness  of  drug- 

taking behavior  and  peer  and  adult  pressures. 

Discuss  goal  completion;  view  movie,  “Us,”  which  depicts  drug- 
taking behavior  for  different  groups  in  society;  discussion  ques- 
tions; share  meanings  about  drug  attitudes  with  own  family 
member  using  active  listening. 

SESSION  8 (one  hour  with  surrogate  family  member;  one  hour  with  own 
family  member) 

Goal:  Increase  tendency  to  select  alternative  non-chemical  ways  of  feel- 
ing good;  increase  sharing  of  information;  reinforce  active  listen- 
ing. 

Process:  Discuss  alternative  methods  of  “feeling-good”  based  on  resources 
available  in  the  community:  carry  out  a task  in  active  listening 
with  one’s  own  family  member  using  a values-clarification  strategy. 
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SESSION  9 (two  hours  with  own  family  member) 

Goal:  Explore  individuality— free  expression  of  ideas  and  feelings  with 

own  family  member  without  “putting  each  other  down”  or  forcing 
one’s  own  opinion  on  someone  else. 

Process:  View  movie  “Get  High  on  Life^  which  stresses  the  family  as 
a unit  enjoying  life;  discussion  questions  to  collect  data  on  each 
other;  plan  gifts  to  share  with  family  member. 


SESSION  10  (two  hours  with  own  family  member;  one  hour  testing) 

Goal:  Skillful  use  of  active  listening  and  shared  information;  evaluation 

of  experience. 

Flrocess:  View  movie  “Who  Did  What  To  Whom?”,  designed  to  help  in- 
dividuals recognize  the  four  behavioral  principles  of  positive  and 
negative  reinforcement,  punishment,  and  extinction;  work  out 
specific  problems  using  communication  tools  learned  during  the 
seminar. 

Each  of  the  small  groups  within  the  seminar  has  one  male  and  one  female 
facilitator  working  as  a team.  The  school  selects  from  the  following  options 
what  group(s)  of  people  will  be  trained  as  facilitators  for  its  seminar; 

a)  University  of  Minnesota  student  teams  recruited  from  the  health 
science  interdisciplinary  course  “Drugs  & Society,”  a public  health 
course  “Counseling  of  the  Alcoholic  and  Other  Drug  Dependents,” 
the  College  of  Education’s  “Human  Relations  for  Teacher  Certifica- 
tion” course,  and  Metropolitan  Community  College’s  “Chemical 
Dependency”  course.  (These  students,  themselves  half-way  between 
adolescents  and  parents,  can  thereby  serve  as  a modified  peer  for 
both  generations); 

b)  counselors,  teachers,  administrators,  and/or  community  worker 
teams; 

c)  parent-adolescent  teams  who  are  past  participants  in  the  seminar. 

Each  facilitator  participates  in  a 16-hour  training  program  which  includes 
instruction  in  general  group  techniques  and  specific  parent-adolescent 
group  dynamics.  In  addition,  all  facilitators  meet  bi-weekly  during  the 
course  of  the  seminar  for  consultative  support.  In  recognition  of  recent 
research  indicating  the  importance  of  facilitators  on  group  success,  all 
facilitators  are  screened  initially  to  assess  certain  characteristics  which 
contributed  to  group  success  in.the  pilot  experience  last  year  (past  group 
experiences,  accepting  personalities,  easy  verbal  expression,  positive  rein- 
forcers, enthusiastic,  and  sensitive  to  differing  lifestyles).  Facilitators  are 
again  screened  after  a two-day  training  program  by  past  facilitators  and 
past  participants.  All  facilitators  who  participate  in  the  training  program 
and  in  the  seminar  are  given  three  graduate  or  undergraduate  secondary 
education  credits  from  the  University  of  Minnesota. 

The  basic  rationale  of  the  seminar  is  that  improvement  of  communication 
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skills  between  parents  and  adolescents  will  tend  to  lower  the  adolescent’s 
anxiety  level  and  raise  self-esteem,  and  these  changes  will,  in  the  long 
run,  reduce  the  probability  of  socially  dysfunctional  behavior,  including 
drug-abusing  behavior,  truancy,  disciplinary  problems,  and  commissions 
of  crimes.  We  measure  short-term  attitudes  and  behavior  prior  to  the 
program,  immediately  after  the  program,  and  subsequently  four  weeks 
and  six  months  later,  to  determine  the  trend  over  time.  The  “long-range” 
behavioral  criteria  is  assessed  prior  to  the  program,  and  subsequently  six 
months  and  one  year  later.  Because  of  potential  legal  problems  about 
disclosure,  no  attempt  is  made  to  determine  drug  use  directly. 

In  order  to  define  socially  dysfunctional  drug-abusing  behavior,  we  use 
drug  attitudes  as  a surrogate  for  drug  behavior-allowing  us  to  identify 
patterns  of  drug  attitudes  that  relate  to  socially  dysfunctional  behavior. 
Thus,  we  enter  the  study  with  no  a priori  position  as  to  what  proper  drug 
attitudes  are. 

There  appears  to  be  a great  dearth  of  effective  intervention  programs 
for  preventing  drug  abuse;  there  is  also  a great  dearth  of  research  that 
could  demonstrate  whether  intervention  programs  are  effective  or  not. 
We  intend  to  mount  a research  program  that  will  at  least  point  the  way 
toward  respectability,  and  we  hope,  allow  a convincing  demonstration 
of  a model  intervention  program. 

School  administrators  have  persistently  expressed  the  need  for  communi- 
cation programs  that  deal  with  adolescents  and  parents  together,  and  it 
seems  likely  they  will  install  some  such  program  however  inadequate  the 
evidence  for  the  program  may  be.  If  our  research  supports  the  value  of 
our  seminar,  we  can  assure  its  wide  use  in  Minnesota,  and  beyond.  If 
the  research  shows  that  components  of  the  program  don’t  work,  we  can 
then  offer  schools  advice  on  what  does  not  seem  to  work,  and  suggest 
what  the  criteria  of  success  for  other  programs  should  be.  If  none  of  the 
program  obj  ectives  were  to  be  realized,  it  is  likely  that  we  would  recommend 
abandoning  this  approach. 

It  is  possible  that  the  short-run  objectives  of  increased  sharing  of  informa- 
tion and  improved  interpersonal  communication  skill  could  be  realized 
while  the  longer-term  behavioral  objectives  are  not.  If  that  should  be  the 
case,  we  would  hope  to  continue  revision  of  the  program,  using  some  of 
the  previous  participants— adolescents  and  parents— as  planners. 
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Suggested  Changes  to  the  Criminal  Code 
of  Canada  Relative  to  Traffic  Safety 
and  the  Use  of  Alcohol  and  Other  Drugs 

by  P.  J.  Farmer 


Accidents  are  one  of  Canada’s  greatest  social  problems.  In  1972  there 
were  more  than  12,000  accidental  deaths  and  about  four  million  injuries. 
The  economic  loss  was  estimated  at  two  billion  dollars.  Traffic  accidents 


Mr.  Farmer  is  executive  director  of  the  Canada  Safety  Council.  This  article  is  adapted  from 
a speech  given  to  the  Ontario  Traffic  Conference,  May,  1974. 


resulted  in  6,221  of  those  deaths  and  230,000  injuries. 

The  irresponsible  use  of  beverage  alcohol  plays  a well-known  and  signifi- 
cant role  in  accident  causation.  While  accurate  information  on  the  role 
.of  beverage  alcohol  in  home,  farm,  occupational,  and  recreational  accidents 
is  not  available,  the  effect  of  beverage  alcohol  on  traffic  accidents  has 
been  scientifically  well-documented.  Studies  show  that  50  to  60  percent 
of  all  fatal  motor  vehicle  accidents  are  related  to  beverage  alcohol  con- 
sumption and  that  as  blood  alcohol  concentrations  increase  over  .04  per- 
cent, accidents  become  more  frequent  and  severe. 

While  the  Canada  Safety  Council  supports  the  .08  Law  proclaimed  in 
December,  1969  (Criminal  Code  sections  234,  235,  and  236),  the  law  has 
not  been  effective  in  preventing  accidents  caused  by  DWI  (driving  while 
impaired)  motorists.  The  number  of  arrests  for  impaired  driving  has  es- 
calated—there  was  a 59.3  percent  increase  in  arrests  the  first  year.  And 
in  1970,  there  were  76,614  impaired  driving  cases,  up  nearly  30,000  from 
1969.  Another  4,083  drivers  were  charged  after  refusing  to  give  a sample 
of  breath. 

Since  Section  236  of  the  Criminal  Code  states  that  it  is  an  offense  to 
drive  if  the  driver’s  blood  alcohol  content  exceeds  .08  percent,  the  old 
argument  about  whether  or  not  the  driver  was  actually  impaired  is  not 
a factor.  This  has  resulted  in  a considerable  saving  of  time  not  only  for 
the  court  but  also  for  the  arresting  officer  appearing  in  court  as  a witness. 
It  also  has  resulted  in  a higher  conviction  rate. 

However,  the  prime  reason  for  this  law  was  to  prevent  accidents  caused 
by  impaired  driving.  Unfortunately,  the  evidence  to  date  does  not  indicate 
that  incidences  of  driving  while  intoxicated  have  been  significantly  reduced 
nor  has  there  been  any  appreciable  reduction  in  accidents  caused  by 
impaired  driving. 

Although  direct  comparisons  must  be  made  with  caution,  it  is  interesting 
to  note  the  percentage  change  in  fatal  and  serious  casualties  in  the  first 
year  after  the  British  Road  Safety  Act  was  proclaimed. 

The  hours  of  10  p.m.  to  4 a.m.  are  generally  regarded  as  the  part  of  the 
day  when  most  drinking  is  done.  In  view  of  this,  it  is  logical  to  believe 
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that  effective  legislation  and  enforcement  would  have  the  greatest  impact 
on  traffic  accidents  occurring  at  that  time. 


The  total  number  of  fatal  motor  vehicle  accidents  in  Canada  decreased 
6.3  percent  in  1970  compared  with  1969.  As  I mentioned,  10  p.m.  to 
4 a.m.  is  generally  considered  to  be  the  prime  drinking  time.  If  the  .08 
Law  was  effectively  coping  with  impaired  driving,  we  might  expect  to 
see  a sharp  reduction  in  fatal  accidents  during  these  hours.  However,  in 
Ontario  and  Quebec  in  1969,  accidents  between  10  p.m.  and  4 a.m.  repre- 


Table  1 

Great  Britain— Fatal  and  Serious  Casualties 

10  p.m.  to  4 a.m.,  October  1967-September  1968 
Compared  with  October  1966-September  1967 

PEDESTRIANS 

OTHERS 

Monday  to  Friday 

-11% 

-19% 

Friday  to  Saturday 

-25% 

-37% 

Saturday  to  Sunday 

-36% 

-44% 

Sunday  to  Monday 

- 9% 

-29% 

By  Comparison,  In  Canada,  Fatal  Motor  Vehicle  Accidents 

10  p.m.  to  4 a.m.— 1970  Compared  With  1969 

QUEBEC 

QUEBEC 
ONTARIQ  & ONTARIO 

CANADA 

Monday  to  Friday 

-3  % 

+ .75%  - 1.1% 

Friday  to  Saturday 

-6  % 

-17  % -12.5% 

Saturday  to  Sunday  .... 

+ 9 % 

-16.8  % - 4.6% 

Sunday  to  Monday 

5.3% 

+ 10  % - 1.3% 

Total  Fatal 

10  p.m.  to  4 a.m 

-1  % 

- 9.9  % - 6.3% 

-9.9% 
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sented  27.8  percent  of  all  fatal  motor  vehicle  accidents.  In  1970,  accidents 
between  those  times  represented  27.9  percent  of  all  fatal  motor  vehicle 
accidents,  virtually  unchanged. 

.In  Great  Britain, drivers  killed  in  motor  vehicle  accidents,  having  blood 
alcohol  levels  of  more  than  .08  percent,  fell  from  25  percent  before  the 
Act  to  15  percent  after  the  Act. 

The  federal  Ministry  of  Transport  has  just  completed  an  evaluation  of 
the  Breathalyzer  legislation,  and  has  found  two  considerations  mitigating 
against  over-optimism  for  its  effectiveness.  Firstly,  the  relative  reduction 
in  fatal  accidents  during  drinking  times  is  small.  Secondly,  the  1971  fatal 
accidents  are  1.8  percent  above  1969  levels  indicating  an  apparent  return 
to  pre-Breathalyzer  levels  within  two  years. 

The  Canada  Safety  Council  believes  that  the  present  law  has  three  major 
weaknesses. 

One  flaw  is  that  it  has  not  increased  the  chance  of  an  impaired  driver 
being  arrested.  The  effectiveness  of  a law  is  influenced  by  several  factors 
including  public  acceptance,  publicity,  and  punishment.  The  most  impor- 
tant factor  is  the  likelihood  of  a lawbreaker  being  caught.  It  has  been 
estimated  that  the  chance  of  a traffic  violator  being  caught  is  one  in  7,600 
violations.  Under  these  circumstances  the  risk  of  detection  as  perceived 


Table  2 

Alcohol  Incidence  in  Drivers  in 

Fatal  Motor  Vehicle  Accidents  in  Ontario 

Six  Months  of  1968-69  Compared  with  1969-70 

..  ' 

1968-69 

1969-70 

Deaths 

660 

654 

Crashes  

563 

565 

Drivers  Drinking  

185 

200 

% of  Drivers  Drinking  

32.9% 

35.4% 

Average  B.A.C 

.163% 

.163% 
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Table  3 

% DRIVERS 

% DRINKING 

OVER 

DRIVERS 

.05%  B.A.C. 

U.S.A 

25.0 

10.0 

Canada 

26.0 

12.9 

Norway 

2.8 

1.9 

by  the  violator  is  judged  to  be  about  zero. 

A police  officer  must  decide,  on  the  basis  of  roadside  observation,  whether 
to  charge  a driver  with  impaired  driving  or  ask  the  driver  to  accompany 
him  to  the  station  for  a breath  test.  It  is  impossible,  in  most  cases,  to 
determine  impairment  by  observation  or  clinical  examination.  There  is 
no  real  yardstick  for  police  officers  or  doctors  to  measure  impairment 
by  observation.  For  example.  Dr.  Hans  Klette  of  Sweden  found  that  police 
officers  recognized:  14  percent  as  impaired  at  .05  percent  blood  alcohol 
content;  29  percent  as  impaired  at  .05  percent  to  .10  percent  B.A.C.;  and 
53  percent  as  impaired  at  .10  percent  to  .15  percent  B.A.C. 

The  great  difficulty  in  determining  impairment  by  observational  methods 
was  noted  by  authorities  in  Finland.  In  an  endeavor  to  establish  a rela- 
tionship between  blood  alcohol  content  and  impairment  as  determined 
by  clinical  methods,  the  researchers  made  use  of  a computer.  The  results 
indicated  that  the  clinical  examination  method  of  determining  impairment 
is  grossly  inaccurate. 

Canadian  drivers  convicted  of  impaired  driving  averaged  more  than  .15 
percent  blood  alcohol  content  or  nearly  double  the  legal  limit.  It  has  been 
shown  that  there  may  be  as  many  as  five  drivers  in  the  population-at-risk 
with  blood  alcohol  contents  between  .08  percent  and  .14  percent  for  each 
one  at  .15  percent  and  higher.  Theoretically,  we  might  have  expected  a 
500  percent  increase  in  arrests  with  the  introduction  of  the  legal  limit 
at  .08  percent.  In  this  light,  the  59.3  percent  increase  in  arrests  mentioned 
earlier  is  not  impressive. 
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British  officials  give  a great  measure  of  credit  to  roadside  screening  tests 
for  the  success  of  their  legislation.  And  although  it  is  dangerous  to  make 
direct  comparisons,  it  is  worth  noting  the  apparent  effectiveness  of  roadside 
screening  tests  in  Norway. 

Roadside  surveys  carried  out  in  Canada,  U.S.A.,  and  Norway  between 
the  evening  and  early  morning  hours  produced  the  results  shown  in  Table 
Three. 

To  increase  the  likelihood  of  arrest,  the  Criminal  Code  of  Canada  should 
be  amended  to  allow  roadside  screening  tests.  We  believe  the  law  should 
empower  a police  officer  to  apply  roadside  screening  tests  on  suspicion 
of  drinking;  after  a driver  commits  a moving  violation;  after  a driver 
is  involved  in  a traffic  accident;  and  at  roadblocks. 

Many  of  the  screening  test  devices  now  in  use  are  inaccurate  and  difficult 
to  use.  However,  lightweight,  portable,  accurate  Breathalyzers  with  im- 
mediate print-out  capabilities  are  now  coming  on  the  market.  As  a result, 
many  present  problems  of  roadside  detection  will  be  overcome. 

A second  weakness  in  the  law  is  that  there  is  no  provision  for  rehabilitating 
the  alcoholic  or  problem  drinker  charged  with  impaired  driving  or  the 
DWI  repeater.  In  many  instances,  individuals  with  alcohol  problems  con- 
tinue to  drive  after  being  convicted  of  impaired  driving.  Studies  have 
shown  that  about  33  percent  of  the  drivers  killed  in  traffic  accidents  had 
a drinking  problem.  Present  laws  are  no  guarantee  that  persons  with  an 
alcohol  problem  will  not  drive  again  after  being  convicted  of  driving  while 
impaired. 

In  the  Netherlands  from  1960  to  1964,  33  percent  of  those  convicted  of 
impaired  driving  were  DWI  repeaters.  In  Sweden  one-third  of  those  ar- 
rested for  impaired  driving  did  not  have  a driver’s  licence,  either  because 
they  never  had  one  or  it  was  under  suspension. 

Punishing  a person  with  an  alcohol  problem  makes  about  as  much  sense 
and  is  about  as  effective  as  punishment  for  developing  cancer.  On  the 
other  hand,  ignoring  or,  as  some  people  say,  giving  problem  drinkers  the 
silent  treatment,  will  not  solve  anything.  A leading  characteristic  of  al- 
coholics is  their  apparent  inability  to  accept  the  fact  that  they  have  a 
drinking  problem.  The  first  phase  of  treatment  often  requires  some  form 
of  coercion.  Compulsory  treatment,  ordered  by  the  courts,  could  be  a 
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way  to  rehabilitate  some  of  our  problem  drinkers.  It  is  evident  that  without 
some  form  of  court  ordered  treatment  most  problem  drinkers  will  continue 
to  drive  and  be  a menace  to  themselves  and  the  public. 

We  are  watching  with  a great  deal  of  interest  the  “Impaired  Drivers’  ■ 
Project”  being  conducted  by  Alberta’s  Department  of  the  Attorney  General 
and  the  Phoenix  project  in  the  United  States.  Drivers  convicted  of  impaired 
driving  are  put  on  probation  and  referred  to  a clinic  for  instruction  and 
counselling.  Preliminary  results  from  Alberta  indicate  that  the  project  is  ' 
reducing  repeat  offences  for  “driving  while  intoxicated.”  , 

A third  weakness  in  the  Criminal  Code  of  Canada  is  that  the  enforcement ; 
agencies  and  the  courts  have  no  method  of  determining  the  presence  of; 
drugs  in  cases  of  impaired  driving,  particularly  when  alcohol  is  absent. 
The  apparent  increase  of  both  the  medical  and  non-medical  use  of  drugs 
in  our  society  is  of  great  concern.  While  accurate  statistics  are  not  available, 
an  evaluation  of  3,409  routine  arrests  in  Santa  Clara  County,  California 
indicated  concurrent  drug  use  in  21  percent  of  the  cases. 

In  1971,  the  Forensic  Science  Centre  of  the  Ontario  Department  of  Justice 
tested  80  impaired  drivers  for  the  presence  of  drugs  ...  58,  or  72  percent,  i 
of  the  tests  were  positive  (21  barbiturates,  18  tranquillizers,  seven  narcotics,  : 
five  amphetamines,  seven  miscellaneous).  '■  " 

Our  present  law  requires  a suspect  to  Undergo  a breath  test.  While  the  ; 
results  of  tests  based  on  blood  or  urine  samples  are  admissible  in  court,  I 
they  cannot  be  ordered.  It  is  not  possible  to  test  for  the  presence  of  drugs  i 
by  means  of  a breath  sample.  It  is  obvious  that  we  must  modify  our  law  I 
to  require  chemical  tests  of  blood  and  urine  samples  in  cases  where  breath 
tests  are  negative. 

To  rectify  these  weaknesses  in  the  Criminal  Code  sections  234,  235,  and 
236,  the  Canada  Safety  Council  proposes  the  law  be  amended  to  include 
the  three  recommendations  I have  mentioned.  We  have  presented  these 
recommendations  to  the  minister  of  justice  and  we  have  asked  each  provin- 
cial  government  to  support  this  action. 

As  Canadians,  we  can  continue  to  pay  the  dreadful  price  in  human  flesh  ; 
and  shattered  lives  or  we  can  take  positive  action.  Society  must  ultimately  | 
make  this  choice.  Why  not  make  it  now? 
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The  Addiction  Research  Foundation  of  Ontario,  established  in  1949,  is 
an  official  government  agency  financed  by  annual  provincial  grants.  Its 
purpose  is  to  learn  more  about  the  effects  of  alcohol  and  other  drugs 
and  to  develop  improved  ways  of  preventing  and  managing  alcoholism 
and  drug  dependence.  Helpful  information  aboutthese  matters  is  available 
from  A.R.F.  offices  located  in: 


Belleville  (962-9482)  - 
Brantford  (759-3930) 
Chatham  (354-1000) 
Cornwall  (932-3300) 
Guelph  (821-9661) 
Hamilton  (525-1250) 
Kapuskasing  (335-6081) 
Kenora  (468-6372) 
Kingston  (546-4543) 
Kirkland  Lake  (567-4242) 
Kitchener  (579-1310) 
London  (433-3171) 
Mississauga  (270-1431) 
Niagara  Falls  (356-7451) 
North  Bay  (472-3850) 
Cakville  (845-6854) 
Crangeville  (941-6261) 


China  (325-6161) 

Cshawa  (576-6277) 

Cttawa  (733-8343) 

^ Cwen  Sound  (371-1861) 

' Pembroke  (732-2811) 
Peterborough  (743-2121) 

St.  Catharines  (688-0552) 
Sarnia  (337-9611) 

Sault  Ste.  Marie  (256-2226) 
Simcoe  (426-7260) 

South  Porcupine  (235-3326) 
Sudbury  (675-1195) 

Thunder  Bay  (622-0609) 
Toronto  (595-6100) 

Welland  (735-2930) 

Windsor  (253-4458) 


Members  of  the  Foundation— representatives  from  the  business  and  pro- 
fessional community  appointed  by  the  Lieutenant-Governor  in  Council— 
establish  all  Foundation  policy.  The  Foundation’s  Professional  Advisory 
Board  advises  on  scientific  development  and  professional  programs. 
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A constable  at  every  corner,  a police  car  at  every  pub:  to  the  Englishman 
the  prospect  was  unnerving.  It  meant  he  would  have  to  drink  at  home. 

It  was  1967,  the  Road  Safety  Act  was  coming  into  force,  anyone  who 
imbibed  a social  drink  would  have  to  puff  into  a bag  to  prove  sobriety. 
So  far  as  the  average  innkeeper  was  concerned,  the  windbags  at  Westmin- 
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ster  would  destroy  not  only  the  economy,  but  the  sense  of  individual 
freedom  that  made  the  “empire”  what  it  once  was. 

Well,  like  the  puff  bag,  there  was  a lot  of  hot  air  in  the  illusion. 

True,  the  economy  since  1967  has  not  been  the  most  buoyant,  and  the 
recollections  of  “empire”  seem  even  more  distant—but  not  because  of  any 
great,  lasting  manipulation  of  the  drinking  patterns  of  Britons. 

The  Road  Safety  Act  is  still  in  effect,  and  any  driver  picked  up  with  a 
blood  alcohol  level  of  .08  milligrams  of  alcohol  per  millilitre  of  blood 
(about  three  pints  of  beer  in  an  hour)  is  subject  to  the  ire  of  the  magistrate, 
the  punishment  of  fine,  and  the  inconvenience  of  temporarily  losing  his 
right  to  drive. 

But  the  fear  is  gone.  The  ubiquity  of  the  puff  bag  was  but  a bad  dream 
and  life  goes  on— except  for  the  mounting  number  of  corpses  being  carted 
away  from  tangled  roadside  wrecks. 

There  may  be  a lot  of  ambivalence  about  how  effective  this  experiment 
in  manipulating  drinking  behavior  really  was.  Sceptics  can  say,  that  after 
six  or  seven  years,  drinking  drivers  are  just  as  prevalent  on  British  roads 
as  ever.  Perhaps,  but  for  several  years  the  drinking  driver  did  go  into 
decline— sharp  decline— and  one  must  always  consider  how  bad  it  would 
have  been  if  the  threat  inherent  in  the  Breathalyzer  never  had  been  made 
at  all. 

Recently,  delegates  from  countries  around  the  world  attended  the  6th 
International  Conference  on  Alcohol,  Drugs,  and  Traffic  Safety,  in  Toronto. 
All  of  them  were  from  countries  where  the  combination  of  alcohol  and 
driving  constitutes  a growing  menace  on  the  roads.  Many  of  these  countries 
are  familiar  with  so-called  “per  se”  Breathalyzer  laws  (where  the  presence 
of  a certain  blood  alcohol  concentration  in  a driver  is  itself  actionable), 
and  with  screening  roadblocks,  and  some  are  familiar  with  mandatory 
jail  terms  for  conviction  of  drinking /driving  offenses. 

Certainly,  all  are  familiar  with  the  frustration  of  seeing  their  various  control 
measures  fall  far  short  of  their  expectations. 

Even  the  British,  whose  Breathalyzer  laws  have  worked  probably  better 
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than  anyone  else’s  in  terms  of  cutting  back  on  the  rise  of  drinking  drivers, 
road  fatalities,  and  alcohol-related  accidents,  admit  they  have  a long  way 
to  go. 

To  so  many  of  the  delegates  “Where  do  we  go  from  here?”  seemed  a 
most  relevant,  albeit,  plaintive  question. 

When  compared  to  Britain’s  experience  since  imposition  of  the  Road  Safety 
Act  in  1967,  Canada’s  own  results  with  a Breathalyzer  law  look  pretty 
paltry. 

One  of  the  most  interesting  papers  at  the  Toronto  conference— given  by 
Brian  Carr,  analyst  in  the  road  safety  branch  of  the  federal  Ministry  of 
Transport— dealt  with  a detailed  comparison  of  the  effects  of  these  laws 
in  the  two  countries. 

In  Britain,  the  year  following  imposition  of  the  Breathalyzer  law,  road 
fatahties  dropped  a stunning  14.5  percent.  The  law  stipulated  that  any 
driver  showing  a blood  alcohol  concentration  of  .08  or  more  was  in  violation 
of  the  law. 

The  following  year  the  reduction  was  less  dramatic  (10  percent),  but  still 
it  was  in  the  right  direction,  and  the  third  year  the  reduction  was  5.7 
percent.  Obviously,  the  return  to  the  status  quo  was  taking  hold,  but  it 
was  taking  some  time  and,  in  the  interim,  lives  were  being  saved. 

It  has  been  estimated  that  since  imposition  of  the  law,  the  total  savings  in 
road  casualties  over  the  period  of  seven  years  approaches  200,000  injured 
persons,  including  over  5,000  fatalities. 

The  initial  savings  of  42,500  casualties  in  the  first  year  has  dwindled  to 
an  estimated  6,000  in  the  current  year. 

When  changes  in  Canada’s  Criminal  Code,  allowing  use  of  Breathalyzer 
testing  of  suspected  drinking  drivers,  were  brought  in  (1969),  there  was 
some  initial  encouragement.  The  year  after  the  law,  road  fatalities  across 
Canada  dropped  more  than  six  percent.  Only  British  Columbia  showed 
significant  increases. 

But  then,  as  Mr.  Carr  told  the  Toronto  conference,  hard,  cold  reality  set 
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in.  In  the  second  post-Breathalyzer  year  traffic  fatalities  climbed  to 
pre-1969  levels,  and  by  1972  Canada’s  road  fatalities  were  at  least  15  percent 
higher  than  they  were  in  pre-Breathalyzer  days. 

Of  course  there  were  more  cars  on  the  road,  more  younger,  inexperienced 
drivers,  but  these  factors  by  themselves  could  not  tilt  the  figures  so  much 
as  to  give  any  endorsement  to  the  effectiveness  of  the  Breathalyzer. 

One  good  index  of  alcohol  consumption  in  drivers  is  the  post-mortem 
blood  examination  of  the  fatally-injured  driver. 

In  Britain,  the  year  prior  to  the  Breathalyzer,  25  percent  of  such  driver 
post-mortems  recorded  blood  alcohol  concentrations  (BAC)  of  at  least 
.08— above  the  legal  limit.  The  year  following  the  law,  only  15  percent 
of  the  driver  post-mortems  recorded  blood  alcohol  concentrations  in  this 
range.  The  conclusion:  alcohol  was  playing  a far  lesser  role  in  a diminishing 
road  fatality  situation. 

In  Canada,  the  success,  again,  was  fleeting:  prior  to  the  1969  laws,  46 
percent  of  fatally-injured  drivers  examined  by  coroners  recorded  a BAC 
of  .08  or  more.  Except  for  an  inconsequential  drop  to  42  percent  the 
following  year,  this  level  has  remained  virtually  constant  ever  since. 

To  try  to  isolate  alcohol  use  as  a component  in  fatal  accidents  another 
of  the  statistical  indices  used  is  calculation  of  traffic  deaths  at  nights  and 
on  weekends,  which  is  when  most  of  the  drinking  is  done,  and  when  the 
highest  proportion  of  drinking  drivers  is  on  the  road. 

If  the  law  was  working  then  it  wo  uld  be  expected  to  have  a greater  reducing 
effect  on  accidents  within  these  time  periods  as  compared  to  daytime 
fatalities. 

But  in  the  seven  provinces  of  Canada  that  did  show  more  than  marginal 
declines  in  drinking  driver  fatalities  immediately  post-Breathalyzer,  there 
was  almost  no  change  in  road  deaths  that  could  be  attributed  to  the  highest 
drinking  periods. 

In  Britain  during  “drink  hours”  the  reduction  of  driver  casualties  between 
1966/67  (pre-Breathalyzer),  and  1967/68  (post-Breathalyzer),  was  24  per- 
cent for  those  under  20,  and  47  percent  for  both  the  40-49  and  50-59 
age  groups. 
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Cross-cultural  extrapolation  can  be  pretty  risky.  Assuming  that  because 
some  plan  of  action  will  work  on  one  side  of  the  Atlantic  just  because 
it  worked  on  the  other,  gives  methodological  purists  the  shakes. 

Nonetheless,  this  didn’t  stop  delegates  to  the  Toronto  conference  from 
speculating  as  to  the  particular  components  in  the  British  approach  that 
could  be  transported. 
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Are  North  Americans  more  reliant  on  their  cars?  Are  they  greater  risk 
takers?  Are  the  British  more  vulnerable  because  they  do  a lot  of  their 
drinking  outside  of  their  homes?  Do  the  British  have  more  “respect”  for  ^ 
their  laws?  Without  even  considering  such  questions  there  are  clear  dif- 
ferences in  the  way  drinking /driver  controls  are  applied  in  Britain  that 
might  make  a difference  here. 


In  Canada,  a police  constable  is  required  to  make  a judgment,  unaided 
by  any  mechanical  devices,  about  a driver’s  impairment  before  ordering  y 
him  to  take  a Breathalyzer  test.  In  effect,  he  has  to  show  “reasonable  ! 
and  probable  grounds”  for  ordering  that  test,  and  he  has  to  be  able  to 
produce  courtroom  evidence  of  impairment  using  such  wildly  imprecise 
criteria  as  slurred  speech,  indeterminate  gait,  other  gross  signs. 

He  cannot,  as  can  his  British  counterpart,  demand  that  the  driver  at  the 
roadside  take  a preliminary  breath  screening  test,  which  would  help  the 
officer  decide  whether  or  not  he  has  grounds  to  send  him  on  to  the  legally  | 
viable,  more  precise  Breathalyzer.  He  can  request  such  a roadside  screen-  i 
ing,  but  he  can’t  demand  it.  | 

In  Britain,  the  constable  is  empowered  to  demand  such  a screen,  with  ; 
failure  to  comply  a violation.  This  leaves  the  constable  completely  off  j 
the  hook  if  the  driver  later  has  thoughts  about  wrongful  arrest. 


Obviously,  the  Canadian  police  officer,  pulling  a suspected  drinking  driver 
off  the  road,  has  to  play  his  cards  a lot  closer  to  the  vest  unless  he  can 
spot  gross  signs  of  intoxication.  Barring  these  signs  he  is  not  going  to 
be  too  anxious  to  cut  too  fine  a Hne  hovering  somewhere  at  the  .08  limit. 


Evidence  that  Canadian  police  officers  do  take  a rather  liberal  view  of 
impairment  is  seen  in  the  fact  that  the  average  blood  alcohol  concentration 
of  drivers  who  are  ultimately  brought  in  for  Breathalyzer  testing  stands 
at  .17,  twice  the  legislative  limit  of  .08.  Says  one  RCMP  inspector  in 
respect  to  these  figures:  “These  are  not  impaired  drivers  being  encoun- 
tered, these  are  intoxicated  drivers.” 


The  Swedish  government  once  set  up  a test  situation  to  determine  the 
reliability  of  police  judgment— working  at  a roadblock— to  spot  the  im- 
paired driver  without  the  use  of  a screening  device. 
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They  found  that  the  majority  of  drivers  with  blood  alcohol  concentrations 
between  .05  and  .15,  and  nearly  half  of  those  with  concentrations  greater 
than  .15  aroused  no  suspicion  by  the  police. 

As  Canadian  traffic  safety  officials  see  it,  the  failure  of  Canadian  laws 
to  allow  mandatory  roadside  screening  devices  is  a massive  loophole  in 
favor  of  the  drinking  driver. 

Philip  Farmer,  executive  director  of  the  Canada  Safety  Council  once 
attributed  the  relative  failure  of  the  Canadian  law  to  the  lack  of  provision 
of  such  a procedure,  claiming  that  this  would  have  increased  arrests  500 
percent  rather  than  the  paltry  50  percent  which  has  been  recorded. 

Canada  is  not  alone  in  this  predicament. 

In  the  state  of  Victoria,  Australia,  a police  officer  has  to  satisfy  himself 
that  the  driver  has  had  alcohol  within  the  previous  two  hours  and  that 
his  driving  ability  is  impaired  before  ordering  a breath  test. 


In  New  Zealand  the  police  must  have  “good  cause  to  suspect”  that  a 
driver  is  in  breach  of  the  law  before  requiring  him  to  submit  to  a Breatha- 
lyzer. 

Per  Se  Laws 

The  implementation  of  blood  alcohol  concentration  levels  as  driving  of- 
fenses per  se  has  greatly  standardized  interpretations  of  various  drinking/ 
driving  laws. 

Dr.  John  Havard,  a general  practitioner,  a barrister,  and  undersecretary 
of  the  British  Medical  Association,  is  a strong  supporter  of  having  BAC 
as  part  of  the  substantive  law.  Dr.  Havard,  chairman  of  the  scientific 
committee  of  the  International  Driver  Behaviour  Research  Association, 
sees  great  advantages  in  its  use  as  a “per  se”  factor  rather  than  as  only 
supportive  evidence  in  trying  to  prove  impairment. 

There  have  been  many  times,  says  Havard,  that  by  the  time  a suspected 
driver  comes  under  the  examination  of  a police  doctor,  psychological  or 
physiological  alarm  has  jolted  him  into  performing  clinical  tests  quite 
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well  in  spite  of  being  intoxicated.  In  effect,  he  has  been  frightened  sober 
even  if  his  blood  alcohol  level  says  he  is  intoxicated. 

There  have  also  been  cases  of  the  BAC  vindicating  a seemingly  impaired 
driver  who,  rather  than  suffering  from  an  overdose  of  alcohol,  has  suffered 
some  physical  injury  as  a result  of  the  accident  mishap. 

But  bringing  the  BAC  in  as  part  of  substantive  law  was  certainly  not 
universally  cheered  by  members  of  the  legal  profession,  some  of  whom 
felt  that  evidence  based  on  BAC  was  an  insidious  intrusion  upon  existing 
courtroom  principles. 

It  is  basic  to  legal  philosophy  that  it  is  the  function  of  the  expert  to  offer 
advice,  and  for  the  court  (including  the  jury)  to  reach  a decision  on  the 
expert  advice  and  such  other  evidence  as  it  chooses  to  receive,  explains 
Havard. 

Some  jurists  felt  quite  strongly  that  introduction  of  the  BAC  into  substan- 
tive law  clearly  circumvented  that  kind  of  process. 

Yet,  in  some  of  those  countries  which  have  no  fixed  BAC  set  in  the  substan- 
tive law,  conviction  is  almost  automatic  at  certain  levels  regardless  of  the 
possible  lack  of  any  signs  of  impairment. 

In  Belgium,  the  courts  nearly  always  convict  at  .15,  in  West  Germany 
(until  a recent  change  in  the  law)  at  .13,  and  in  Denmark  at  .10,  although 
in  Denmark  it  is  often  necessary  for  the  prosecution  to  take  the  case  to 
appeal  in  order  to  get  a conviction. 

In  Denmark  the  offense  of  second  degree  intoxication  is  recognized  and 
convictions  for  that  offense  can  be  obtained  at  about  .08  provided  the 
case  is  supported  by  convincing  evidence  from  other  sources. 

However,  a recent  survey  in  Denmark  showed  that  only  45  percent  of 
drivers  with  a BAC  between  .05  and  .08  were  found,  by  police  doctors, 
to  be  under  the  influence. 

Convictions  could  also  be  obtained  in  West  Germany  at  concentrations 
below  .13  provided  there  was  sufficient  supporting  evidence  and  the  con- 
centration was  greater  than  .08. 
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On  the  other  hand,  just  because  a country  adopts  a BAG  per  se  law  does 
not  necessarily  mean  the  courts  are  deprived  of  any  flexibility  Dr.  Havard 
says  that  in  the  U.K.  the  courts  at  first  were  prepared  to  go  to  extraordinary 
lengths  to  avoid  convicting  drivers,  even  those  with  two  or  three  times 
the  statutory  limit.  For  a time,  almost  any  technical  defect  in  the  testing 
procedure  was  held  by  lower  courts  to  provide  an  excuse  for  not  returning 
a conviction. 

There  is  even  the  story  of  a case  in  which  it  was  necessary  to  go  up  to 
the  criminal  court  of  appeal  to  prove  that  a driver  did  not  have  the  right 
to  insist  on  the  blood  sample  being  taken  from  his  penis.  In  another  case, 
it  was  necessary  to  go  right  to  the  House  of  Lords,  the  highest  appeal 
court  in  the  land,  to  decide  that  the  driver  did  not  have  the  right  to  insist 
on  the  blood  sample  being  taken  from  his  big  toe. 

Deterrence 

All  normal,  mischievous  little  boys  fear  the  pain  of  a hairbrush  on  the 
buttocks.  What  makes  them  persistent  in  their  mischief  is  the  very  good 
chance  they  will  not  get  caught  in  their  current  misdemeanor.  Minimize 
the  chance  of  their  getting  away,  and  the  mischief  evaporates. 


The  equation  is  simple,  but  it  does  have  two  parts... one  is  the  intensity 
of  the  pain,  the  other  is  the  inevitability  of  capture.  The  integration  of 
the  two  should  add  up  to  deterrence. 


Dr.  H.  Laurence  Ross,  from  the  University  of  Denver,  has  drawn  some 
interesting  conclusions  about  what  constitutes  deterrence  in  respect  to 
drinking /driving  laws.  And  at  the  risk  of  paraphrasing  a little  too  freely 
a paper  he  delivered  to  the  Toronto  conference,  he  sees  little  value  for 
the  heavy  handed  use  of  the  hairbrush  so  long  as  the  chances  of  capture 
are  so  slim. 

The  first  historical  example  of  a per  se  drinking  law  was  in  Norwegian 
legislation  of  1936.  Any  driver  with  a blood  alcohol  concentration  of  .05 
faced  an  almost  automatic  prison  sentence  of  at  least  21  days.  The  Swedes 
followed  up  with  their  own  per  se  law  in  1941  setting  .08  as  a violation, 
and  then  in  1957  modified  their  legislation  down  to  a .05  level,  when 
they  also  threw  in  a minimum  one  month  prison  sentence  for  infraction. 
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The  Swedish  propensity  for  jailing  drinking  drivers  has  obviously  had 
some  effect,  at  least  on  the  size  of  the  prison  population,  since  40  percent 
of  all  prison  sentences  in  that  country  each  year  are  for  driving  under 
the  influence  of  alcohol,  and  drivers  convicted  of  this  offense  constitute 
.10  percent  of  the  prison  population. 

The  primary  reason  usually  given  for  levying  severe  penalties,  says  Profes- 
sor Ross,  is  that  they  deter  others  from  indulging  in  some  illicit  behavior. 
As  many  imprisoned  Swedish  drinking  drivers  are  told,  “You  are  not  here 
as  punishment  but  as  a deterrent  to  others.” 

Well  just  how  effective  have  the  various  deterrent  measures  been? 

In  Canada,  the  Criminal  Code  stipulates  that  a BAC  of  .08  or  greater 
in  a person  driving  a car  is  in  itself  a crime  punishable  by  a fine  of  up 
to  $1,000  or  six  months  in  prison,  or  both.  It  is  also  an  offense  to  refuse 
to  take  a breath  test,  with  similar  penalties  being  applicable. 

In  some  countries  the  offense  or  offenses  are  linked  to  two  different  concen- 
tration levels  of  alcohol.  In  Sweden,  the  first  degree  offense,  set  at  .15, 
is  punishable  by  imprisonment  up  to  one  year  with  the  option,  in  extenuat- 
ing circumstances,  of  not  less  than  25  “day  fines.”  (One  “day  fine”  is  the 
equivalent  of  1/ 1,000th  of  the  annual  income  of  a driver). 

A second  degree  offense,  set  at  .05,  is  punishable  by  not  less  than  10  “day 
fines”  or  imprisonment  up  to  six  months.  Withdrawal  of  the  license  for 
varying  periods  is  automatic  in  both  cases. 

The  first  degree  offense  in  France  is  set  at  . 12  and  carries  imprisonment 
for  a period  of  up  to  12  months  and  a fine  of  from  500  to  5,000  francs 
(five  francs  equal  one  dollar).  The  second  degree  offense,  fixed  at  .08, 
carries  imprisonment  for  10  days  to  a month,  and  a fine  of  from  400 
to  1,000  francs. 

In  Iceland  there  are  varying  degrees  of  fines,  some  levied  at  the  . 12  level, 
others  at  .05. 

The  Australian  states  have  introduced  offenses  based  on  .08,  with  the 
state  of  Victoria  being  the  exception  at  .05. 

In  New  Zealand,  the  statutory  offense  is  related  to  a blood  alcohol  level 
of  .10. 
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Within  the  United  States,  where  fines  are  under  state  jurisdictions,  there 
is  a great  variety  of  penalties,  but  the  National  Highway  Traffic  Adminis- 
tration has  recommended  that  states  use  .10  as  the  BAG. 

In  most  Eastern  European  countries,  laws  have  been  introduced  to  make 
it  an  offense  to  drink  and  drive  after  taking  any  alcohol  whatever.  Most 
courts,  for  example  those  in  Czechoslovakia  and  East  Germany,  interpret 
this  as  anything  over  .03. 

In  Austria  the  BAG  level  has  been  set  at  .08,  as  it  has  in  Switzerland, 
the  Netherlands,  and  West  Germany. 

The  Republic  of  Ireland  has  introduced  an  offense  based  on  a level  of 
.125. 

In  many  countries  the  driver  can  escape  enforcement  if  he  is  admitted 
to  hospital.  In  the  early  versions  of  the  U.K.  act  there  was  a provision 
made  for  breath  and  blood  samples  to  be  taken  from  drivers  admitted 
to  hospital.  It  soon  became  clear  that  the  absence  of  any  legal  provision 
in  hospital  was  a gaping  loophole. 

It  was  the  medical  profession  itself  which  suggested  plugging  this  loophole, 
the  stipulations  being  that  the  physician  in  charge  of  the  case  should  give 
his  permission,  and  that  samples  for  analysis  on  which  the  prosecution 
must  rely  must  be  taken  by  an  independent  doctor,  preferably  a police 
surgeon,  who  has  no  responsibility  for  the  treatment  of  the  patient.  Actually, 
the  practice  has  caused  virtually  no  problems  and  the  hospitals  in  the 
U.K.  are  no  longer  havens  of  refuge  for  the  intoxicated  driver. 

The  medical  profession  in  New  Zealand  has  been  less  cooperative  in  this 
regard.  There  have  been  complaints  that  some  hospital  doctors  were  refus- 
ing to  allow  samples  to  be  taken  from  patients  for  purposes  of  law  enfor- 
cement. 

In  formulating  their  own  laws,  the  British  used  those  in  Scandinavian 
countries  as  models.  It  is  ironic  therefore,  that  the  British  have  had  far 
greater  success  in  achieving  a measurable  reduction  of  drinking /driving 
mishaps  than  have  either  the  Swedes  or  Norwegians  with  their  unrelenting 
laws. 

Professor  Ross  is  particularly  sceptical  of  the  Swedish  and  Norwegian 
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claims  that  their  deterrent  approaches  have  made  major  impact  on  in- 
cidence of  drinking  and  driving.  In  a particularly  vociferous  exchange 
with  Swedish  delegates  at  the  Toronto  conference,  Ross  struck  out  at  the 
sanctity  of  deterrence  which  he  said  is  considered  almost  an  “article  of 
.faith”  among  Swedish  traffic  experts. 

Ross  spent  three  months  in  Scandinavia  in  1974  trying  to  dig  up  evidence 
to  support  Swedish  claims  that  their  approach  to  deterrence  worked  at 
keeping  drinking  drivers  off  the  roads.  He  did  not  work  in  a vacuum, 
he  worked  with  cooperation  of  the  major  information  resource  centres 
and  traffic  control  personnel,  yet  he  came  up  empty  handed.  In  the  absence 
of  any  conclusive  evidence  to  support  their  claims,  he  concluded  that  the 
effectiveness  of  the  Swedish  and  Norwegian  deterrent  approaches  seems 
to  rest  “primarily  upon  anecdote,  hunch,  and  fiat.” 

“It  is  astonishing  that  Professor  Ross  who  visited  our  country  for  three 
months  has  managed  to  learn  all  there  is  to  know  about  Sweden,  which 
is  something  we  who  have  lived  there  all  our  lives  have  not  yet  managed 
to  do,”  said  one  Swede  sarcastically  in  response  to  Ross’  statements. 

Despite  such  challenges,  the  fact  remains  that  neither  the  1941  Swedish 
legislation,  mandating  BAC  levels  as  grounds  for  imprisonment,  nor  then- 
modification  (lowering  the  BAC  to  .05)  in  1957  have  shown  any  marked 
change  in  traffic  fatality,  non-fatal,  and  total  accident  trends. 

If  the  laws  would  have  some  effect,  studies  of  the  trend  lines  of  the  incidence 
of  various  groups  of  accidents  should  have  shown  sharp  changes  coincident 
to  the  implementation  of  changes  in  the  law.  This  occurred  in  other  coun- 
tries—Britain  and  Canada,  for  example.  Yet  such  changes  did  not  show 
up  in  either  Sweden  or  Norway. 

Coroners’  statistics  on  the  causes  of  death  in  automobile  fatahties  from 
1934  show  no  specific  changes  that  could  be  linked  to  the  deterrent  laws, 
and  analyses  of  accidents  during  the  higher  drinking  hours  (4  p.m.  to 
4 a.m.  and  on  weekends)  again  show  no  significant  response  to  the  legisla- 
tion in  Sweden. 

Norwegian  data  is  even  skimpier,  said  Ross. 

Despite  this  inability  to  substantiate  any  significant  effects  of  manipulations 
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in  the  drinking  laws,  Swedish  authorities  continue  to  place  high  credence 
in  the  component  of  hard  penalties  as  deterrents. 

This  inabihty  to  produce  evidence  raises  some  very  major  ethical  issues. 
If,  as  Swedish  authorities  say,  drinking  drivers  are  arrested  not  primarily 
I as  punishment  but  as  deterrence  to  others,  is  there  not  some  obligation 
! to  prove  that  such  actions  are  deterrents? 

Says  Professor  Ross : “I  should  hke  to  note  my  feeling  that  the  Scandinavian 
I governments  have  a duty  to  the  thousands  of  persons  imprisoned  each 
year  for  drinking  and  driving,  to  demonstrate  that  some  social  benefit 
is  being  achieved  in  return  for  their  distress  and  inconvenience.  I believe 
it  is  a serious  mistake  to  be  so  committed  to  what  we  think  is  a solution 
before  we  know  it’s  a solution.” 

Dr.  Robert  Borkenstein,  of  Indiana  University,  the  man  who  developed 
the  Breathalyzer  mechanism  now  so  widely  used,  firmly  believes  that  until 
drivers  can  really  imagine  themselves  face-to-face  with  the  law,  existing 
BAG  legislation  is  hke  using  a fly  swatter  on  an  elephant. 

In  Borkenstein’s  view,  the  involvement  of  alcohol  in  crashes  is  a function 
of  the  way  alcohol  is  used  throughout  society,  the  way  it  is  perceived 
I by  drivers,  and  the  role  it  has  in  society  generally.  Compared  to  those 
cultural  factors,  law  enforcement,  adjudication,  andother  sanctions— as  they 
are  currently  implemented  in  most  nations— are  smaU  counterweights 
indeed. 

Borkenstein  notes  that  in  a typical  American  city,  only  10  percent  of  police 
resources  are  allocated  to  traffic  law  enforcement.  And  usuaUy,  personnel 
assigned  to  these  duties  are  less  than  enthusiastic  about  carrying  them 
out. 

Whether  one  looks  at  Sweden  or  North  America,  the  pohce  manpower 
commitment  to  the  drinking  driving  problem  is  constant. 

In  this  respect  Borkenstein  has  some  remarkable  data  about  the  insig- 
nificance of  existing  enforcement  systems  and  the  enormity  of  the  detection 
task.  To  look  at  it,  the  drinking  driver  has  aU  the  odds  in  his  favor. 

With  enforcement  strength  in  the  average,  modem,  congested  city  averag- 
ing two  alcohol/ traffic  violations  per  policeman  per  year,  there  are  about 
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2,000  violations  for  each  arrest.  A violation  is  considered  a trip  from  one 
point  to  another  by  a driver  with  a blood  alcohol  level  of  .10  or  more 
an  hour  (three  martinis). 

Thus,  in  a typical  community  of  one  million  people,  with  one  thousand 
patrol  officers  making  two  arrests  per  man  per  year,  there  will  be  2,000 
arrests  and  four  million  violations. 

Says  Borkenstein:  “This  is  like  catching  a few  fish  from  the  sea  of  drunken 
drivers  and  making  horrible  examples  of  them.” 

Given  this  potluck  approach  to  detecting  drinking  drivers  why  should 
the  pubhc  fear  detection,  let  alone  conviction? 

Why  in  Britain? 

When  the  British  Breathalyzer  law  was  enacted  and  implemented,  all  the 
signals  showed  a very  clear  reduction  in  drinking  and  driving-fatalities, 
non-fatal  accidents,  and  lowered  BAG  levels  among  drivers.  The  pattern 
remained  for  at  least  four  years,  and  although  they  have  gradually  worked 
their  way  back  to  pre-Breathalyzer  levels,  who  knows  how  high  they  might 
have  gone  today  had  the  laws  not  gone  into  effect  back  in  1967?  Even 
though  the  impact  may  have  been  short  term,  the  impact  wa-s  real,  which 
is  more  than  you  can  say  for  many  other  countries,  Canada  and  Sweden 
included. 

Dr.  Havard  of  the  British  Medical  Association  believes  there  was  a very 
discernible  “shock  effect”  that  struck  with  the  imposition  of  the  law  in 
1967.  The  issue  was  a hot  parliamentary  item,  the  newspapers  were  full 
of  news,  comment,  reaction.  The  propaganda  machines  were  cranked  up 
to  top  gear. 

As  the  British  perceived  it,  a citizen  was  going  to  be  unable  to  go  down 
to  the  pub  or  out  to  a cocktail  party  without  being  subject  to  the  scrutiny 
of  a highly- vigilant  police  force. 

Well,  in  fact,  the  vigilance  did  not  materialize.  It  may  have  taken  Britons 
a year  or  two  before  they  realized  that  their  police  force  could  not  possibly 
live  up  to  the  monumental  task  of  screening  that  optimal  implementation 
of  the  laws  would  have  required. 
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The  police  did  not  park  their  vans  outside  pubs,  they  did  not  sit  in  wait 
for  partygoers  on  their  way  home,  in  fact  they  quite  religiously  stayed 
away  from  those  places  where  their  catch  might  have  been  greatest. 

It  is  widely  acknowledged  now  that  when  Parliament  passed  the  Road 
Safety  Act  it  was  clearly  understood  by  police  that  they  would  not  carry 
it  to  the  extreme  of  lying  in  wait  for  drinkers  in  those  places  where  drinkers 
were  most  likely  to  congregate.  Perhaps  this  would  have  been  too  much 
of  an  incursion  on  the  British  sense  of  fair  play,  but  more  realistically, 
it  is  highly  unlikely  the  law  would  have  passed  had  the  legislators  not 
clearly  had  this  kind  of  understanding  from  the  enforcement  establishment. 

It  Could  Happen  to  Me 

In  order  for  laws  to  work  people  have  to  see  them  work,  and  they  have 
to  anticipate  the  possibility  of  coming  face-to-face  with  the  law.  In  effect 
they  have  to  beheve  that  “it  could  happen  to  me.” 

With  an  arrest  rate  of  2,000  against  a violation  field  of  four  million,  as 
estimated  by  Borkenstein,  there  is  a certain  futility  at  work.  The  law  may 
work  for  a short  period,  if  the  propaganda  is  good  and  persistent  enough, 
but  as  a permanent  solution,  enforcement  of  a tough  law—within  existing 
limitations  of  enforcement— has  shown  a paltry  response. 

Instead  of  this  one-shot  theory,  Borkenstein  urges  what  he  calls  an  “op- 
timization” of  enforcement  facilities.  In  effect  this  would  be  mobilization 
of  various  countermeasures— roadblocks,  propaganda,  diversion  of  police 
manpower  from  other  duties  to  traffic— in  waves.  Concentrate  on  certain 
periods,  crack  down,  make  an  impact,  let  the  public  come  in  contact  with 
the  system,  let  them  see  it  works,  leave  them  with  the  image  of  the  police- 
man’s face  looking  right  at  them,  and  then  pull  back  to  normal  duties 
until  it’s  time  to  pump  another  booster  into  the  public  consciousness. 

So  as  to  heighten  public  perception  of  the  touch  of  the  law,  Borkenstein 
would  gladly  trade  away  per  se  laws  (they  are  unrealistic,  unenforceable, 
thus  people  have  no  respect  for  them)  in  favor  of  adding  alcohol  use 
as  an  aggravated  offense  to  any  hazardous  moving  traffic  violation. 

Under  this  system  the  policeman  would  be  given  the  authority  to  breath- 
screen  anyone  who  has  committed  such  a violation,  and  the  penalty  for 
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this  multiple  offense  would  be  considerably  more  severe  than  would  have 
been  the  penalty  for  the  primary  offense.  The  analogy  would  be  committing 
a robbery  with  a weapon  as  compared  to  committing  a robbery  without. 

In  terms  of  public  perception,  people  would  see  that  this  driver  had  to 
pay  a penalty  not  because  he  happened  to  have  alcohol  in  his  blood, 
but  because  he  did  something  antisocial  (caused  a crash)  and  he  did  this 
because  he  drank  too  much.  (Right  now  this  multiple  offense  category 
is  negated  in  many  countries,  Canada  included,  because  the  police  officer 
requires  evidence,  independent  of  the  primary  infraction,  of  alcohol  im- 
pairment before  a breath  test  can  be  ordered.) 

Where  Do  We  Go? 

Clearly  there  is  a sense  of  frustration  among  the  world’s  experts  and 
planners  of  traffic  safety.  Curbing  the  drinking  driver  has  proven  to  be 
a far  more  elusive  task  than  anticipated  back  in  1872  when  the  British 
passed  their  first  drinking /driving  law  which  made  it  an  offense  to  be: 
“Drunk  while  in  charge,  on  any  highway  or  other  public  place,  of  any 
carriage,  horse,  cattle,  or  steam  engine.” 

The  fact  is  that  alcohol  use  is  ingrained  in  modern  society  ju^t  as  driving 
a car  has  become  indispensible  in  this  mobile,  technological  age.  It  would 
be  folly  not  to  expect  some  overlap. 

If  there  is  any  lesson  some  traffic  planners  still  have  to  learn  from  the 
experiences  of  their  colleagues  in  other  countries  it  is  that  a unidimensional 
approach  (legal  enforcement)  to  a multifaceted  problem  such  as  alcohol 
use  in  society  can  only  achieve  so  much. 

It  is  ironic  that  when  a delegate  to  the  Toronto  conference  asked:  Since 
drinking  drivers  are  part  of  a drinking  society,  would  society  be  willing 
to  curtail  some  of  its  drinking  activities  in  order  to  cut  back  on  road  deaths? 
he  was  shunted  aside  as  being  somewhat  irrelevant.  The  issue  was  control, 
he  was  told. 

Well  control  may  be  the  answer,  so  long  as  control  is  seen  as  more  than 
a policeman  at  the  roadblock  brandishing  a pair  of  handcuffs  in  one  hand 
and  a super  sensitive  breath  “sniffer”  in  the  other. 
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The 

Pill- popping 

Wald 

of 


by 

Robert  McKeown 


ITEM:  In  March,  1974,  Joe  Vijuk,  a former  lineman  with  the  Toronto 
Argonauts  and  Ottawa  Rough  Riders,  filed  a writ  in  Ontario  Supreme 
Court,  asking  damages  from  the  two  Canadian  Football  League  teams 
for  allegedly  giving  him  “illegal  and  dangerous”  drugs  without  his  consent. 
The  case  is  pending. 

While  it  might  be  difficult  to  imagine  a 6'3",  250-pound  pro  football  player 
being  given  anything  without  his  consent,  the  Vijuk  suit  does  indicate 
that  the  problem  of  drug  abuse  today  is  not  limited  to  the  less  athletic 
segments  of  society. 

In  fact,  there  is  virtually  no  major  sport  in  which  certain  drugs  are  not 
used  to  help  an  athlete  perform  longer,  harder,  or  faster  than  he  otherwise 
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could.  And  the  one  with  the  greatest  quantity,  as  well  as  variety,  of  drug 
use  is  the  highly  combative,  highly  competitive  sport  of  professional  foot- 
ball. From  uppers  and  downers  to  painkillers  and  muscle  builders.  North 
America’s  favorite  sports  spectacle  has  them  all. 

ITEM:  Prior  to  a crucial  game  last  season,  one  CFL  coach  addressed 
his  team  in  the  locker  room.  “This  is  a big  game,”  he  told  them.  “So  big 
that  you  might  have  to  dip  into  the  jellybean  jar  to  get  up  for  it.” 

Technically,  they’re  amphetamines.  In  the  locker  room,  they’re  jellybeans 
or  bennies.  But  by  any  name,  they’re  football’s  most  controversial  drugs, 
intended  to  push  the  human  body  beyond  its  normal  physical  limits. 

Roughly  25  percent  of  all  CFL  ballplayers  will  regularly  pop  a pre-game 
benny,  a popularity  that  can  be  attributed  to  two  of  the  drug’s  main 
functions:  first,  it  masks  fatigue  by  speeding  up  cardio-vascular  activity; 
and  secondly,  it  induces  a feeling  of  euphoria,  an  “I-can-lick- the -world” 
high. 

Amphetamine  use  does  have  its  problems,  however.  One  CFL  all-star 
has  collapsed  twice  in  recent  years  after  pushing  himself  to  exhaustion 
under  the  influence  of  the  stimulant.  Another  player  admits  he  used  to 
get  so  high  for  a game  that  he  would  often  have  difficulty  getting  to  sleep 
even  two  or  three  nights  later.  Other  possible  side  effects  range  from  ulcers 
to  nutritional  problems  and  extreme  irritability. 

But  physicians  and  athletes  alike  seem  to  be  far  more  worried  about  the 
effect  of  amphetamines  on  the  brain  than  on  the  body.  There  is  no  question 
that  bennies  can  be  mentally,  if  not  physically,  addictive,  and  there  is 
considerable  belief  that  the  drugs  do  not  really  improve  performance, 
but  merely  give  the  illusion  of  doing  so. 

“The  problem  with  the  damn  things,”  says  one  CFL  veteran,  “is  that  they 
make  you  feel  like  Superman  when  you’re  not.. .the  result  being  that  you 
do  something  stupid  and  get  clobbered.” 

“And  with  the  new  federal  drug  laws,”  says  another,  “you  can’t  get  bennies 
from  your  doctor,  anymore.  Now  you’ve  almost  got  to  be  a junkie  to  get 
hold  of  them.” 
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ITEM:  In  the  first  quarter  of  the  1973  Grey  Cup  game,  Edmonton  Eskimo 
quarterback  Tom  Wilkinson  was  knocked  heavily  out  of  bounds,  suffering 
three  cracked  ribs.  When  he  returned  to  play  late  in  the  game,  CBC 
sportscaster  Don  Chevrier  announced  to  a television  audience  of  millions 
that  Wilkinson’s  ribs  had  been  injected  with  Novocaine  by  the  team  doctors. 
No  one  seemed  particularly  outraged  by  the  fact.  _ 

If  the  use  of  amphetamines  in  pro  football  is  surreptitious  and  secretive, 
the  use  of  pain  control  drugs  most  certainly  is  not.  Almost  every  trainer, 
coach,  and  physician  in  Canada  will  readily  admit  that  he  approves  the 
practice  of  “shooting  up”  a wounded  player  for  a game. 

“But  only,”  they’ll  all  say,  “if  there’s  no  danger  of  any  further  injury.” 

The  trouble  with  that  philosophy,  of  course,  is  that  it  ignores  the  fact 
that  pain  is  the  body’s  alarm  system,  warning  us  when  something  is  wrong. 
Without  it,  injuries  do  occur  and  go  unnoticed  until  it’s  too  late.  Pro 
clubhouses  are  full  of  stories  about  hobbled  hnebackers  and  quarterbacks 
whose  throwing  arms  have  deteriorated  from  too  many  doses  of  cortisone. 

And  needless  to  say,  the  sensation  once  the  painkiller  wears  off  is  not 
a terribly  pleasant  one.  During  a recent  playoff  game,  an  Eastern  defensive 
back  received  nine  shots  of  Xylocaine  for  an  injured  leg. 

“The  next  morning,”  he  said,  “the  leg  hurt  so  much  I wanted  to  cut  it 
off.  When  the  painkiller  wears  off,  it’s  a real  downer.” 

ITEM:  Upon  being  chosen  in  the  first  round  of  the  CEL  college  draft, 
an  All-Canadian  lineman  was  informed  by  his  new  employers  that  he 
would  be  expected  to  gain  some  weight  before  training  camp.  After  taking 
anabolic  steroids  for  two  months,  the  player  reported  for  practice  35  pounds 
heavier,  only  to  be  promptly  cut.  He  is  still  trying  to  lose  the  extra  weight. 

Whereas  the  amphetamines  and  painkillers  used  by  pro  ballplayers  are 
intended  to  have  only  a temporary  influence  on  the  body,  anabolic  steroids 
are  used  precisely  because  of  their  permanent  effect. 

Steroids  are  the  synthetic  male  hormones  usually  given  to  the  chronically 
ill  or  the  elderly  to  help  build  body  tissue.  Recently,  however,  that  ability 


25 


Dressing  for  a game  in  the  Ottawa 
Rough  Rider  locker  room  are,  left  to 
right,  tight  end  Tom  Schultz,  offen- 
sive centre  Bob  McKeown,  and 
linebacker  Gerry  “Soupy”  Campbell. 


to  promote  cell  growth  and  muscle  development  has  made  steroids  ex- 
ceedingly popular  among  athletes  who  want  to  gain  strength  and  size. 


Unfortunately,  the  drugs  which  are  so  beneficial  for  the  physically  disad- 
vantaged can  have  considerable  hazards  for  the  young  and  healthy  An  | 
overdose  of  the  artificial  hormones  might  discourage  the  body  from'  pro- 
ducing its  own  supply,  thus  rendering  the  user  sterile.  Other  possible 
complications  include  liver  damage,  jaundice,  and  atrophy  of  the  prostrate 
gland. 

There  is  a small  silver  lining  in  the  steroid  storm  cloud,  however.  As  the 
hormones  responsible  for  primary  sex  characteristics,  they  may  actually 
increase  the  user’s  sex  drive. 


“Thank  goodness,”  says  one  steroid-wise  athlete,“for  the  sexual  revolution.” 

But  the  real  problem  with  anabolic  steroids,  as  with  football’s  other  drugs, 
may  well  be  more  psychological  than  physiological.  Professional  athletes. 
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as  men  who  earn  their  living  in  front  of  thousands  of  critics,  are  motivated 
peculiarly  by  the  fear  of  failure. 

Theirs  is  a world  in  which  one  man’s  success  is  almost  always  based  on 
another  man’s  failure.  And  although  stock  brokers  and  plumbers  might 
experience  the  occasional  moment  of  anxiety  it  probably  doesn’t  compare 
to  the  humiliation  of  being  overpowered  by  an  opponent  in  full  view 
of  friends,  family,  and  the  CTV  instant  replay  camera. 

So  in  that  “winning  isn’t  everything,  it’s  the  only  thing”  world  of  pro 
sport,  amphetamines,  painkillers,  and  muscle  builders  are  more  often  ways 
of  forgetting  a bad  performance  than  of  improving  it. 

All  of  which  lends  considerable  weight  to  the  theory  that  football  was 
never  really  intended  to  be  played  by  the  Toronto  Argonauts  at  CNE 
Stadium  for  big  money,  but  rather  by  a bunch  of  guys  in  T-shirts  and 
tennis  shoes  in  a park  on  Saturday  morning^with  the  losers  buying  lunch. 
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by  Donald  Collier  and  Sharon  Somfay 


The  man  waited  outside  the  locked  liquor  store.  He  wore  a dirty  trench 
coat  with  baggy  pockets,  mission  pants  10  years  out  of  style,  summer  shoes 
in  winter.  The  eyes  in  the  scarred,  unshaven  face  flicked  again  and  again 
to  the  clock  in  the  store  window. 

We  had  talked  to  him  yesterday  in  the  coffee  house,  trying  to  learn  what 
he  thought  of  himself  and  the  way  he  lived.  It  was  not  easy.  He  had  us 
spotted  as  social  workers  or  researchers,  he  was  not  sure  which,  but,  in 
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either  case,  as  marks  who  might  be  good  for  the  price.  As  he  talked  we 
had  the  feeling  he  was  telling  us  what  he  thought  we  wanted  to  know. 

If  he  had  the  chance  would  he  leave  skid  row?  Oh,  yes!  It  was  a terrible 
life.  Some  guys  liked  it,  but  not  he.  The  booze  was  the  problem.  He  had 
once  had  everything— good  job,  wife  and  family,  respect.  Lost  it  all  through 
booze.  If  he  could  only  get  out,  away  from  all  this!  “Mister,  could  you 
let  me  have...? 

At  the  end  of  that  conversation  we  had  been  left  with  the  disturbing 
impression  that  the  man  had  presented  us  with  a caricature  of  himself— the 
skid-row-bum  image  he  sold  to  the  reporters,  the  novelists,  the  researchers, 
and  the  helpers.  We  still  knew  very  little  about  him  except  that  he  had 
considerable  ability  as  a con  artist. 

Now  the  liquor  store  door  opened.  The  man  moved  quickly  to  make  his 
purchase.  It  was  probably  the  only  deliberated  act  of  his  day.  For  the 
rest  he  would  go  wherever  his  feet  took  him. 

Here  was  one  of  the  men— the  skid  row  public  inebriates— for  whom  our 
society  wanted  a new  answer.  Coroners’  juries  were  disturbed  by  these 
men’s  deaths.  Humanitarians  protested  their  degradation.  Some  students 
of  alcoholism  said  they  should  be  treated  as  sick  people  and  not  just  locked 
up.  Businessmen  and  city  planners  complained  of  the  downgrading  of 
districts  because  of  their  lifestyle.  Our  assignment  was  to  plan  and  imple- 
ment a pilot  project— a new  approach  to  the  problem  of  the  public  inebriate. 

From  reading  the  literature  concerning  skid  row,  from  visits  to  skid  row 
institutions  in  many  cities,  and  from  interviews  with  men  on  the  street, 
we  gleaned  some  information  about  the  problems  of  public  inebriates. 
It  became  apparent  that  their  needs  were  not  adequately  answered  in 
traditional  approaches  to  the  treatment  of  alcoholism.  We  heard  a Toronto 
executive,  himself  an  alcoholic,  talk  about  his  “skid  row  of  the  mind;” 
but  his  experience  was  not  the  same  as  that  of  a man  who  actually  slept 
in  flophouses.  Heavy  use  of  alcohol  is  only  one  of  the  problems  for  the 
man  living  in  the  real  skid  row.  To  it  must  be  added  economic  marginality, 
social  and  cultural  disaffiliation.  Furthermore,  in  skid  row  we  are  dealing 
not  just  with  individuals  but  with  a sub-culture.  Here  is  a deviant  society 
which  recruits  actively  and  keeps  a Arm  grip  on  its  members  by  giving 
easy  access  to  the  basic  requirements  for  life  while  making  minimal  social 
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and  economic  demands.  Uncontrolled  drinking  and  petty  criminality  are 
accepted  behaviors.  If  the  rest  of  society  does  not  want  him,  if  his  family 
would  be  relieved  to  know  he  has  died,  at  least  here  a man  is  accepted 
and  has  a name— his  own,  or  a nickname  that  expresses  something  distinc- 
tive about  him:  “Little  Joe,”  “Bulldog,”  “Frenchy,”  “Tarzan.” 



Society’s  responses  to  skid  row  behavior  have  been  based  on  emotions  of 
anger,  disgust,  tolerance,  and  pity.  Seldom  has  there  been  much  expectation 
that  the  behavior  can  be  changed.  Accordingly,  the  social  institutions 
serving  skid  row  have  tended  to  be  primarily  concerned  with  protecting 
“respectable”  society  from  its  influence,  providing  humane  treatment  for 
casualties,  and  making  life  on  the  street  somewhat  more  tolerable.  They 
have  been  oriented  more  towards  sustaining  life  on  the  street  than  towards 
helping  people  escape  from  it.  What  has  been  most  lacking  is  a real  option 
for  skid  row  inebriates  to  change  their  lifestyle. 

Breaking  the  “Kept  Man”  Image 

The  goal  of  an  Addiction  Research  Foundation  pilot  project,  called  Bon 
Accord,  is  to  provide  such  an  option:  to  help  people  change  their  behavior 
so  they  can  move  out  of  skid  row  and,  in  some  way,  rejoin  larger  society. 
We  wanted  to  break  the  “kept  man”  image  typical  of  many  forms  of  help 
offered  the  skid  row  man  and  also  the  image  of  rehabilitation  programs 
which  emphasizes  his  future  potential  significance  to  the  neglect  of  his 
immediate  actual  significance.  Deep  down,  society  tends,  with  some  jus- 
tification, to  begrudge  such  services  as  parasitic,  especially  for  men  who 
do  not  succeed  in  them.  Bon  Accord  is  envisaged  as  an  industrial  com- 
munity responsibly  managing  its  resources  and  trying  to  pull  its  weight 
financially.  By  membership  in  it  a man  may  find  personal  satisfaction, 
a sense  of  belonging,  and  economic  and  social  significance.  He  is  not 
just  a kept  man  or  a trainee,  but  a citizen. 

To  prevent  Bon  Accord  from  becoming  a respectable  ghetto  it  is  essential 
to  emphasize  change  and  development  in  the  community  as  well  as  in 
individual  members.  In  addition.  Bon  Accord  has  to  respond  to  and  serve 
the  changing  needs  of  larger  society.  It  has  also  to  be  confluent  with  the 
larger  society  so  that  when  an  individual  is  prepared  to  leave  he  does  not 
find  himself  caught  in  a backwater.  It  has  to  be  a good  place  to  go  out  from. 

Such  a goal  required  us  to  ascertain  whether  or  not  we  could,  in  any 
sense,  come  to  terms  with  skid  row.  Our  decision  was  that  skid  row  was 
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our  rival  whose  general  lifestyle  we  had  to  oppose  actively.  The  people 
who  wanted  out  of  skid  row  and  volunteered  for  Bon  Accord  had  to  be 
alienated  from  it.  One  form  of  alienation  was  distance.  The  site  we  chose 
is  75  miles  from  Toronto,  the  main  source  of  referrals.  In  choosing  a rural 
location  we  selected  one  which  affords  some  seclusion,  conducive  to  the 
development  of  the  community’s  identity  but,  to  preclude  total  isolation, 
which  is  within  a mile  of  a village  of  2,000  and  three  miles  from  a town 
of  5,000.  A medium  size  town  is  12  miles  away  and  can  be  reached  by 
a half-hour  bus  ride. 

The  property  consists  of 200  acres  of  beautiful  rolling  farmland  with  woods, 
a river,  a creek,  and  a pond.  Exposure  to  the  endless  variety,  the  mystery 
of  the  changing  moods  of  nature  and  opportunities  for  outdoor  activities 
are  all  useful  adjuncts  to  the  community’s  life.  In  the  early  years,  the 
farm  provided  a ready-made  work  program.  Now,  since  the  development 
of  a furniture  industry,  the  land  is  rented  out  for  farming. 

On  February  1,  1967,  Bon  Accord  began  with  three  residents  and  four 
staff.  In  the  following  six-and-a-half  years  290  men  have  been  in  residence 
at  various  times.  Residence  accommodation  was  increased  in  1969  from 
a capacity  of  eight  to  25.  Total  staff  has  risen  to  18,  including  part-time 
and  temporary  employees. 

During  the  initial  period,  staff  and  residents  worked  side-by-side  digging 
out  the  cellar,  building  fences,  laying  the  patio,  and  planting  trees.  They 
shared  meals  at  common  tables  and  slept  in  adjoining  bedrooms.  Staff 
families  came  out  for  meals  and  festivals,  adding  the  high  voices  of  children 
to  the  community’s  sound.  At  Hallowe’en  we  watched  a skid  row  veteran 
and  an  eight-year-old  child,  with  heads  immersed  in  a tub  of  water,  bobbing 
for  apples.  In  the  whole  experience,  as  staff  and  residents,  we  became 
conscious  of  our  common  humanity.  We  gained  insight  into  each  other’s 
needs  and  into  the  community  as  a source  of  real  and  potential  benefit 
to  all  of  us. 

In  choosing  a democratic-community  framework  for  Bon  Accord,  it  was 
our  hope  to  create  a climate  attractive  to  men  with  much  jail  and  other 
institutional  experience.  An  atmosphere  in  which  personal  freedom  could 
develop  and  flourish  would  provide  an  alternative  to  the  skid  row  way 
of  life.  Thus,  we  tried  to  shape  the  community  to  be  responsive  to  the 
residents’  needs  as  they  defined  them.  We  sought  an  ongoing  dialogue  among 
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Program  director  Collier  (standing)  chats  with  residents  outside  the  old 
farm  house  which  was  built  in  1857.  An  extension  was  added  in  1969, 
bringing  resident  bed  accommodation  to  25.  Bon  Accord  sits  on  200  acres 
of  rolling  farmland,  with  woods,  a river,  a creek,  and  a pond. 


members,  staff  and  resident,  in  which  all  would  be  helped  to  examine 
and  deepen  their  understanding  of  their  needs  and  values  in  relation  to 
the  rest  of  society. 

This  interaction  would,  we  believed,  lead  to  residents  and  staff  sharing 
responsibility  for  the  discipline  and  control  of  the  community  so  that  staff 
would  not  be  cast  in  the  roles  of  guards  and  policemen.  In  general,  we 
expected  that  it  would  help  avoid  over-dependence  on  staff  and  enable 
residents  to  learn  behaviors  useful  in  larger  society,  including  skills  in 
communication,  initiative,  and  problem-solving. 

The  implementing  of  these  beliefs  took  time.  Indeed,  the  staff  themselves 
had  to  learn  the  implications  of  the  democratic  principle  through  ex- 
perience in  day-to-day  encounters.  It  took  time  to  gain  confidence  in  the 
residents’  abilities  to  handle  the  freedom  which  we  believed  they  should 
have.  In  fact,  it  took  almost  three  years  before  we  were  ready  to  commit 
ourselves  to  the  constitutional  community  government  now  in  effect  at 
Bon  Accord. 

Participatory  Government 

Basically,  the  structure  of  the  community  government  consists  of  a general 
assembly  of  all  the  staff  and  resident  members  who  elect  the  chairman 
of  the  committees  responsible  to  it.  An  executive  committee,  comprised 
of  these  chairmen  and  two  staff  representatives,  appoints  the  committee 
members.  The  responsibilities  of  the  committees  include  admissions  and 
discharges,  evaluations  of  members’  progress,  handling  conflicts  between 
workers  and  supervisors,  controlling  intoxicated  behavior,  planning  and 
implementing  the  community’s  social  and  recreational  functions,  and  de- 
ciding on  rewards  and  punishments  for  behaviors.  It  soon  becomes  ap- 
parent to  men  engaged  in  making  these  decisions  that  it  is  no  game  of 
make  believe.  Their  actions  in  community  government  directly  affect 
members’  lives. 

For  example,  when  a man  returns  to  the  community  intoxicated,  the 
chairman  of  the  evaluation  committee  is  informed.  If  he  thinks  the  member 
has  indeed  lost  control  and  his  drinking  is  likely  to  develop  into  a binge, 
he  requests  his  committee  to  meet.  After  the  information  is  reviewed  and 
the  options  considered,  the  members  make  their  judgment.  The  man  in 
question  may  be  told  to  go  to  the  shop  where  he  will  be  given  simple 
work  to  do,  to  stay  in  his  room  and  sleep  it  off,  or  he  may  be  sent  to 
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a detoxication  unit.  If  he  does  not  co-operate  he  usually  faces  discharge 
from  the  community.  It  is  a difficult  decision  for  resident  members  when 
they  know  they  themselves  have  been  or  conceivably  will  be  in  the  same 
situation  as  the  intoxicated  man.  Nevertheless,  they  do  make  the  decision 
and  the  important  feature  is  that  it  is  primarily  the  residents  who  choose 
and  are  responsible  for  the  course  of  action. 

The  development  and  preservation  of  democratic  government  anywhere 
is  a precarious  endeavor,  as  history  testifies.  It  is  particularly  so  in  a 
community  of  people  who  have  previously  been  exposed  for  years  to 
authoritarian  regimes  where  they  were  constantly  under  the  surveillance 
and  control  of  dominating  figures.  Always  there  is  the  temptation  to  exploit 
freedom  for  selfish  ends  as  a Log  record  of  a resident’s  feelings  about 
clandestine  drinking  on  a New  Year’s  Eve  testifies: 

12:20  a.m.  It  was  a false  feeling  about  this  quiet  night.  I hope 
not,  but  suddenly  there  are  unmistakable  signs  of  secret  imbibing: 
unusual  requests,  strange  talkativeness  in  the  TV  room,  members 
going  out  to  clear  snow  from  their  patio  doors.  I am  too  old  a 
drunk  to  mistake  these  signs  and  mannerisms  and  I dislike  being 
taken  for  an  old  fool  by  those  that  matter  to  me,  and  everyone 
matters  here.  But  foremost,  I respect  Bon  Accord  and  the  people 
behind  the  program,  and  what  they  are  trying  to  accomplish  under 
what  surely  must  be  discouraging  results  at  times  if  my  observations 
in  the  evaluation  committee  mean  anything. 

There  is  a saying  that  friendship  ceases  at  the  poker  table.  I believe 
it  applies  to  all  competitive  games  to  some  degree.  The  game  being 
played  here  is  a big  one.  At  stake  is  the  constitution,  the  community 
way  of  life.  One  team  would  soon  have  that  way  destroyed.  It  has 
a record  of  no  wins,  all  losses,  no  ties,  no  goals,  no  hope.  To  win: 
ignore  the  constitution,  over-rule  the  community,  take  behavior 
lightly.  The  other  team  has  the  constitution  to  fall  back  on,  as 
a handy  crutch,  lying  dormant.  It  has  a record  of  some  wins,  some 
losses,  some  ties,  some  goals,  some  hope.  To  win:  work  the  constitu- 
tion. It  won't  work  on  its  own.  Reinforce  community  life  collectively. 

The  Bon  Accord  Industry 

The  decision  to  concentrate  on  the  manufacturing  and  restoration  of 
furniture  was  made  in  1970.  Previously,  along  with  the  farm  work,  we 
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had  a small  furniture  shop  restoring  antiques  and  making  small  wooden 
novelty  items.  The  farming  operation  could  employ  only  about  one  quarter 
of  the  work  force  in  summer  and  less  in  winter.  It  was  not  appropriate 
work  for  urban  men,  who  were  the  majority,  and  it  did  not  provide  relevant 
training  for  return  to  society.  Consequently,  the  farm  equipment  and  stock 
were  sold  to  finance  the  expansion  of  the  woodworking  shop  to  provide 
work  stations  for  30  men. 

The  Bon  Accord  industry  has  two  departments:  one  for  the  restoration 
of  antique  furniture  and  the  other  for  the  manufacture  of  reproductions 
from  antique  models.  The  shops  have  a total  floor  space  of  11,000  square 
feet  and  can  accommodate  35  workers.  The  large  mill  shop  and  finishing 
room  are  equipped  with  the  most  up-to-date  woodworking  and  finishing 
machinery.  The  plant  duplicates  conditions  in  a modern  factory  except 
we  have  avoided  an  assembly  line  system  in  favor  of  one  which  enables 
men  to  participate  at  several  stages  in  the  manufacturing  process.  Aware- 
ness of  the  whole  start-to-finish  operation  increases  a man’s  interest  in  his 
work. 

The  main  sales  outlet  for  products  is  in  the  old  barn  on  the  property. 
Every  year  thousands  of  customers  come  to  Bon  Accord  to  examine  and 
buy  the  goods.  Residents  sometimes  act  as  salesmen  and  often  as  tour 
guides  to  show  visitors  the  workings  of  the  shop.  This  exposure  of  the 
community  to  public  view  is  useful  both  for  education  of  the  public  and 
integration  of  residents  into  the  larger  society. 

The  difficulties  of  regular  production  at  Bon  Accord  should  not  be  under- 
estimated.The  average  total  length  of  stay  has  been  just  under  four  months. 
Short  stays  seriously  handicap  efforts  to  attain  production  goals  and  quality 
standards.  Sudden  self-discharges  are  frequent  and  sometimes  epidemic, 
so  that  an  entire  crew  for  a department  may  disappear  within  two  or 
three  days. 


It  is  nevertheless  impressive  to  see  the  quantity  and  quality  of  items 
produced  under  adequate  supervision.  Sales  in  the  fiscal  year  of  1972-73 
amounted  to  almost  $100,000,  an  increase  of  45  percent  over  the  previous 
year  although  resident  population  had  decreased.  After  nine  months  in 
the  current  year  sales  have  passed  the  target  of  $125,000. 
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With  the  money  they  earn  in  the  furniture  factory  residents  are  encouraged 
to  invest  in  their  new  lifestyle  by  acquiring  useful  possessions  such  as 
clothes,  dentures,  and  glasses  or  by  sending  gifts  to  long-neglected 
families.  On  skid  row,  money  is  valued  for  immediate,  short-term  benefits; 
saving  and  investment  are  minimal  Bon  Accord  residents  are  urged  to 
establish  progressively  longer-range  financial  goals. 


The  development  of  new  acquaintances  and  friends  is  of  critical  impor- 
tancefor  successful  transition  from  skid  row  to  larger  society.  Opportun- 
ities for  meeting  people  are  frequent— visitors  and  customers  come  often  to 
Bon  Accord  and  residents  frequently  spend  their  days  off  in  town. 


Changing  Attitude  to  Money 

The  Bon  Accord  wage  system  allows  residents  between  $10  and  $35  of 
disposable  weekly  income,  depending  on  their  phase,  job  category,  and 
work  achievement.  The  handling  of  this  money  is  a critically  important 
behavior.  Frequently,  the  skid  row  value  system  is  apparent  in  spending 
and  lending  practices.  Money  is  valued  for  immediate,  short-term  benefits 
and  saving  and  investment  are  minimal.  Cliches  come  to  mind  which 
are  admittedly  not  unique  to  skid  row:  “The  money  was  burning  a hole 
in  my  pocket;”  “There’s  more  where  that  came  from.”  Lending  is  in- 
discriminate and  often  conflicts  with  Bon  Accord’s  objectives.  A man  who 
is  overdrinking  and  has  used  up  his  money  for  bottles  and  fines  can  easily 
borrow  from  other  residents  who  remain  faithful  to  the  skid  row  code 
of  helping  a “sick”  man  even  though  they  know  it  may  lead  to  his  discharge 
from  the  community.  Men  who  are  leaving  often  borrow  considerable 
amounts  of  money.  Lenders  apparently  regard  the  loan  as  a form  of 
insurance  against  their  future  need,  as  well  as  an  obligation  under  skid 
row  morality. 

To  offset  the  skid  row  ethic.  Bon  Accord  residents  are  encouraged  to 
establish  progressively  longer-range  goals  for  their  money.  At  first,  we 
put  heavy  emphasis  on  savings  accounts  until  one  member  pointed  out 
that  all  we  were  doing  was  enabling  men  to  acquire  “talking  back  money.” 
He  meant  they  were  just  accumulating  resources  for  a binge.* 

Now  we  encourage  men  to  invest  in  their  new  lifestyle  by  acquiring  useful 
possessions  such  as  clothes,  dentures,  and  glasses  or  by  sending  gifts  to 
long-neglected  families.  A former  resident  who,  after  leaving  Bon  Accord, 
lived  and  worked  as  an  accepted  member  of  a local  village  community 
for  three  years,  said  that  it  was  a crucial  point  in  his  experience  when 
he  realized  he  had  invested  too  much  in  his  new  lifestyle  to  throw  it  away 
capriciously. 

A phasing  system  represents  the  primary  vehicle  for  the  conveyance  of 
positive  formal  reinforcement  at  Bon  Accord.  It  is  a graded  system  of 
increasing  expectations  and  responsibilities  in  the  areas  of  economic, 
social-recreational,  political,  and  drug/alcohol  behavior,  which  gradually 
approximates  behavior  required  to  function  in  society.  Synchronous  with 
these  anticipated  changes  are  specific  rewards  for  appropriate  behaviors. 


*The  program  assistant  was  told  by  one  of  the  residents  that  putting  money  in  the  bank 
was  a middle  class  phenomenon.  Apparently,  he  placed  little  trust  in  the  banking  institution, 
possibly  as  a result  of  experiencing  seized  accounts. 
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There  are  four  phases  in  all,  each  of  varying  duration.  Upon  acceptance 
and  after  the  two-week  trial  period,  the  resident  enters  Phase  1,  which 
usually  lasts  one  month.  He  does  not  have  drinking  rights.  He  is  expected 
to  serve  on  a committee.  He  lives  in  the  old  stone  house,  where  he  shares 
a bedroom  with  one  or  two  others.  His  wage  is  at  the  bottom  of  the  pay 
scale.  His  promotion  to  Phase  2 is  dependent  partly  upon  his  ability  to 
conform  to  the  Phase  1 regulations,  but  mostly  upon  his  behavior  in  four 
critical  areas  (work,  social-recreational,  political,  and  drinking).  The  eval- 
uation committee  decides,  in  the  resident’s  presence,  whether  he  should 
be  promoted  to  the  next  phase. 

Phase  2 expectations  are:  that  a man  will  now  make  his  own  medical 
appointments  as  necessary,  rather  than  relying  on  the  nurse;  that  he  will 


pay  for  his  own  medication  (as  opposed  to  having  Bon  Accord  underwrite 
it);  that  he  will  actively  renew  previous  healthy  social  relationships;  that 
he  will  serve  as  chairman  of  a committee;  that  his  work  behavior  will 
show  improvement;  and  that  he  will  make  every  effort  to  control  his  alcohol 
use.  His  privileges  include  the  choice  of  abstinence  or  appropriate  drinking, 
increase  in  wages,  his  own  private  room,  and  the  option  of  overnight  leaves. 
Phase  2 is  about  10  weeks  in  duration. 


Phase  3 is  the  senior  grade  where  a man  is  regarded  as  a leader  in  the 
community.  He  is  expected  to  carry  out  residence  supervision  duties,  to 
look  after  his  own  medical  appointments  and  medication,  possibly  to  serve 
as  shop  foreman,  to  make  friends  and  participate  in  activities  away  from 


The  Bon  Accord  community  is  a 
democratic  one.  Residents  and 
staff  share  responsibility  for  the 
discipline  and  control  of  the  com- 
munity in  the  belief  that  an 
atmosphere  in  which  personal 
freedom  can  develop  and  flourish 
provides  an  alternative  to  the  skid 
row  way  of  life. 
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Bon  Accord,  to  control  his  drinking  or  remain  abstinent,  and  to  assist 
and  act  as  a model  for  other  residents.  His  privileges  comprise  a room 
with  greater  privacy,  higher  wages  and  status,  weekend  leave  privileges, 
first  choice  of  days  off,  and  occasional  presence  at  staff  meetings.  Phase  3 
is  of  three  to  six  months  duration. 

Phase  4 is  conceptualized  as  the  bridge  into  society.  In  this  phase  a man 
may  either  work  at  Bon  Accord  and  live  out  or  live  at  Bon  Accord  and 
work  out.  He  is  subject  to  the  same  obligations  as  a man  in  Phase  3,  with 
the  added  challenge  of  increased  decision-making  and  social  involvement 
in  his  new  milieu.  Phase  4 duration  is  decided  on  an  individual  basis. 

We  have  another  informal  phase— phase  5,  for  graduates  of  Bon  Accord 
who  may  wish  to  maintain  contact  and  receive  periodic  encouragement 
and  support  from  Bon  Accord.  They  may  participate  in  any  of  the  social 
or  recreational  events  of  the  community. 

Social  expectations  are  graded.  Phase  1 men  are  expected  at  least  to  attend 
social  events  held  at  Bon  Accord.  Phase  3 men  are  expected  to  be  building 
relationships  beyond  Bon  Accord,  renewing  family  ties,  and  making  new 
friends,  as  well  as  acting  as  social  leaders  for  the  community.  When  the 
Ontario  Minister  of  Health  visited  Bon  Accord,  his  host  at  dinner  was 
a Phase  3 resident,  who  was  also  responsible  for  explaining  the  program. 
The  range  of  expected  behaviors  in  a phase  does  allow  for  individual 
differences  in  social  interests  and  values  in  accord  with  Bon  Accord’s 
manifesto  statement:  “Every  person  shall  have  the  freedom  to  be  accepted 
as  an  individual  person  with  his  own  self-identity.” 

One  of  our  painful  memories  at  Bon  Accord  concerns  a barbecue  we  had 
in  the  early  months.  It  was  staff-initiated  and  planned;  staff  enthusiasm 
carried  it  through.  The  result  was  a row  of  residents  sitting  silently  by 
themselves  while  visitors  and  staff  congregated  separately  with  strained 
gaiety.  As  soon  as  the  food  was  eaten  the  residents  disappeared. 

The  contrast  of  that  event  with  current  Wednesday  social  evenings  is 
remarkable.  These  evenings  began  when  a group  of  staff  spouses  and 
friends  from  the  neighborhood  said  they  were  interested  in  visiting  Bon 
Accord  occasionally.  The  recreation  committee  enthusiastically  supported 
the  idea  and  made  the  arrangements.  Now  when  the  visitors  arrive,  they 
are  greeted  by  residents  dressed  in  their  best  who  act  as  hosts  for  the 
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evening.  They  teach  visitors  how  to  play  pool  and  cards,  provide  refresh- 
ments, and  generally  entertain  the  guests.  Frequently  no  staff  are  present. 

Developing  Outside  Affiliations 

The  development  of  new  acquaintances  and  friends  is  of  critical  importance 
for  successful  transition  from  skid  row  to  larger  society.  Opportunities 
for  meeting  people  are  frequent.  Visitors  from  tjie  neighborhood  come 
each  week  for  a night  of  games  and  conversation.  Other  people  come 
as  customers  or  because  of  professional  interest  in  the  program  and  resi- 
dents are  asked  to  show  them  around  the  community  and  explain  its 
operation.  Further  involvement  with  neighbors  occurs  at  sports  events 
arranged  by  Bon  Accord.  These  have  included  volleyball,  hockey,  baseball, 
and  recently,  a very  successful  car  rally. 

The  nearby  village  has  a sufficient  melange  of  socio-economic  groups 
to  provide  a variety  of  peer  groups  to  which  the  men  may  relate.  We 
know  that  residents  frequently  spend  some  of  their  days  off  in  town  (shop- 
ping, haircuts,  or  looking  around,  etc.)  and,  in  addition,  frequent  the  two 
pubs  in  the  evening.  We  do  not  have  information  on  the  over-all  frequency 
and  range  of  involvement;  however,  it  appears  that  both  increase  the  longer 
the  men  remain  in  the  program.  Sometimes  a few  of  the  residents  are 
invited  to  staff  homes,  and  share  in  picnics  and  other  family  activities. 
Then,  too,  staff  and  residents  will  often  chat  socially  over  a glass  of  beer 
at  a pub  or  at  the  Bon  Accord  bar.  On  one  occasion,  several  men  assisted 
in  the  design  and  construction  of  stage  sets  for  the  local  theatre,  and  then 
acted  as  stage  crew  as  well.  For  this,  they  received  much  public  recognition 
especially  in  local  newspapers.  Such  participation,  along  with  the  patronage 
of  local  shops,  banks,  services,  etc.,  helps  obliterate  the  tarnished  images 
arising  from  occasional  incidents  of  intoxication  in  town.  More  important, 
it  affords  the  opportunity  for  the  men  to  try  out  their  social  wings  and 
escape  from  periodic  tension  build-up  within  the  Bon  Accord  community. 

It  is  of  great  interest  to  many  visitors  to  Bon  Accord  that  we  have  opted 
for  a policy  of  controlled  drinking.  Many  still  hold  dear  the  belief  that 
“once  an  alcoholic,  always  an  alcoholic,”  which  at  the  practical  level  implies 
that  an  alcoholic  can  never  touch  a drop  of  alcohol  without  dire  con- 
sequences. 

Our  task  at  Bon  Accord  is  to  teach  stimulus  discrimination—that  is,  to 
specify  a smaller  selective  range  of  acceptable  situations  where  drinking 
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may  occur  not  only  with  impunity  but  with  approbation.  At  the  same 
time  as  we  are  teaching  appropriate  drinking,  we  must  provide  for  the 
development  of  greater  personal  self  esteem  through  mastery  in  work, 
social,  financial,  and  recreational  areas  so  as  to  decrease  dependence  on 
alcohol  for  satisfaction  and  possibly  release  from  frustration.  In  other 
words,  our  aim  is  to  create  a situation  where  excessive  drinking  costs  too 
much— one  simply  has  too  much  to  lose. 

For  the  first  six  weeks  of  residence,  abstinence  is  required  because  we 
think  a man  needs  time  to  regain  his  physical  health  as  well  as  to  begin 
to  build  up  a repertoire  of  positive  achievements  in  other  behavioral  areas. 
Supportive  drugs  (Antabuse  and  Temposil)  are  available  upon  request 
to  assist  him  in  refraining.  After  six  weeks  (or  promotion  to  phase  2), 
a man  must  declare  his  choice  or  practice  as  either  abstinence  or  appro- 
priate drinking,  though  he  may  alter  his  choice  or  lose  his  drinking  rights 
at  a future  time.  Should  a physician  prescribe  abstinence  for  health  reasons 
(e.g.  diabetes,  heart  condition,  etc.)  a resident  is  strongly  encouraged  to 
follow  the  advice.  Demonstration  of  his  ability  to  practise  his  stated  be- 
lief—whether  it  be  abstinence  or  controlled  drinking— nets  praise  for  the 
resident,  and  is  one  behavioral  criterion  for  determining  promotion  to 
a higher  phase. 

To  facilitate  the  learning  of  appropriate  drinking,  we  have  set  up  a bar 
in  the  residence.  Several  restrictions  apply.  First,  only  beer  may  be 
stocked;*  second,  one  of  the  appointed  liquor  control  agents  records  on 
a stock  sheet  beer  received  and  given  out  for  each  resident;  third,  the 
bar  is  open  after  work  hours  and  on  holidays  only;  and  finally,  a maximum 
of  three  beers  is  allowed  per  evening  or  afternoon. 

One  Year  After 

The  stated  goal  of  Bon  Accord  is  to  help  men  change  from  a skid'  row 
alcoholic  lifestyle  to  a style  compatible  with  the  values  of  larger  society. 
The  prevailing  behaviors  at  Bon  Accord  indicate  there  is  clear  progress 
towards  this  goal  by  the  majority  of  members  while  they  are  in  residence. 
But  to  what  extent  are  these  behaviors  maintained  after  the  men  leave 
the  community?  This  was  the  question  for  a follow-up  study  of  former 
residents  a year  after  leaving  Bon  Accord.  Some  of  the  results  were: 


*The  main  reasons  for  this  restriction  are  that  it  simplifies  control  (beer  bottles  are  easy 
to  count),  and  for  most  residents  beer  is  not  the  drink  most  associated  with  overuse. 
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• Social  behavior  subsequent  to  Bon  Accord  generally  indicated  a trend 
in  the  desired  direction.  The  percentage  of  men  reporting  mainly  or 
only  skid  row  affiliations  decreased  from  52.5%  in  the  intake  question- 
naires to  44%  in  the  follow-up,  mixed  skid  row  and  non-skid  row  from 
27.5  to  21%,  mainly  or  only  from  20%  to  6%.  For  their  pre-Bon  Accord 
behavior  no  men  reported  affiliations  with  mainly  or  only  non-skid  row. 
In  the  follow-up  20%  so  reported. 

• An  increased  number  showed  recent  visits  with  relatives.  Twice  as  many 
(42%)  had  visited  a relative  in  the  last  month  in  the  post-Bon  Accord 
period  compared  with  pre-Bon  Accord  (21%).  Those  reporting  no  visits 
in  the  last  year  were  about  the  same  (pre:  34%;  post:  38%). 

• Use  of  hostels  and  missions  dropped  from  20%  to  9%,  flophouses  from 
18%  to  6%.  Use  of  rented  rooms  increased  from  36%  to  50%.  There 
was  some  increase  in  accommodation  in  institutions  (other  than  jail) 
from  4%  to  12%  which  may  be  due  to  an  increase  in  the  number  of 
half  way  houses.  Contacts  with  institutions  set  up  to  serve  skid  row  people 
showed  some  increase  in  frequency.  Men  reporting  contact  daily  or  a 
few  times  a week  increased  from  28%  to  38%. 

• Normally  skid  row  inebriates  are  unemployed  or  engage  in  casual  (part- 
time,  temporary)  work  just  long  enough  to  earn  drinking  money  and 
to  pay  for  minimal  physical  needs.  Of  the  group  in  the  Bon  Accord 
study  92%  were  unemployed,  6%  were  doing  part-time,  temporary  work 
and  only  1%  had  full-time  employment  immediately  prior  to  admission. 
At  the  time  of  the  follow-up  interview  61%  were  unemployed  and  4% 
had  part-time,  temporary  work.  Of  the  remainder,  28%  had  full-time 
work  either  temporary  or  permanent. 

• Data  on  total  income  in  the  past  year  showed  a notable  increase  in 
the  percentage  of  members  with  higher  income  after  being  at  Bon  Accord. 
Income  of  under  $1,000  was  reported  by  36%  before  and  by  21%  after; 
$1,000  to  less  than  $3,000  by  47%  before  and  44%  after;  $3,000  to  less 
than  $4,000  by  1%  before  and  15%  after;  $4,000  or  more  by  2%  before 
and  9%  after. 

• Approximately  20%  of  both  the  pre-  and  post-Bon  Accord  groups  re- 
ported no  periods  of  abstinence  of  one  week  or  longer,  with  approxima- 
tely 60%  of  each  having  two  or  more  periods.  There  is  little  apparent 
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To  facilitate  learning  of  appropriate  drinking  Bon  Accord  has  a bar  where, 
after  an  initial  period  of  abstinence,  residents  can  drink  up  to  three  beers 
daily.  The  choice  of  to  drink  or  not  to  drink  is  made  by  the  men.  The  task 
at  Bon  Accord  is  to  teach  stimulus  discrimination— to  specify  a smaller 
selective  range  of  acceptable  situations  where  drinking  may  occur  not  only 
with  impunity  but  with  approbation. 


difference  between  the  groups,  although  it  must  be  remembered  that 
for  the  pre-Bon  Accord  group  the  duration  covered  was  two  years  rather 
than  one  year  and,  therefore,  one  might  have  expected  more  reported 
periods  of  abstinence.  With  respect  to  the  longest  period  of  abstinence, 
again  the  post-Bon  Accord  group  indicates  a slightly  longer  average 
period,  though  the  difference  is  not  large  (25%  of  pre-Bon  Accord  re- 
ported periods  of  two  months  or  longer;  for  post-Bon  Accord,  29%). 

• Forty-eight  percent  of  residents  indicated  no  control  periods  pre-Bon 
Accord  in  contrast  to  31%  post-Bon  Accord.  For  control  periods  of  two 
weeks  or  longer  the  post-Bon  Accord  group  exceeded  pre-Bon  Accord 
by  29%  (65%  for  “post”  compared  to  36%  for  “pre”).  This  difference 
is  probably  even  greater  when  one  recalls  that  a two-year  period  is 
specified  for  the  “pre”  group  and,  therefore,  fewer  periods  would  likely 
be  recorded  if  the  duration  were  the  same  as  the  “post”  sample  (i.e. 
one  year).  Again,  the  longest  control  period  for  95%  of  the  “pre”  group 
sample  is  less  than  four  months,  for  the  post-Bon  Accord  group  this 
percentage  is  80.  These  results  indicate  that  the  Bon  Accord  experience 
does  help  men  somewhat  to  control  their  drinking. 

• Consumption  of  wine  as  the  main  beverage  decreased  from  80%  (pre-Bon 
Accord)  to  58%  (post)  with  an  increase  in  beer  consumption  from  11% 
(pre)  to  56%  (post). 

• The  percentage  of  those  who  still  use  non-beverage  alcohol  after  Bon 
Accord  is  50%;  this  compares  to  78%  pre-Bon  Accord. 

• Subscription  to  treatment  before  and  after  Bon  Accord  increased  from 
approximately  25  to  75%. 

Bon  Accord  has  provided  some  public  inebriates  with  a compelling  oppor- 
tunity to  take  part  in  a community  counter  to,  and  more  personally  and 
socially  productive  than,  the  one  they  left  on  skid  row.  It  has  also  added 
a new  and  important  dimension  to  the  cost /benefit  statistics  on  treatment 
and  rehabilitation  services  for  the  chronic  drunkenness  offender.  And, 
in  the  community  in  which  it  is  located,  as  in  many  adjacent  communities. 
Bon  Accord  has  served  a positive  educational  function.  It  has  helped  to 
make  public  drunkenness  an  issue  of  humane  concern  rather  than  simply 
a question  of  “cleaning  up  the  streets.” 
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Dr.  Harold  Kalant  is  associate  research  director  of  biological  studies  at  the  Addiction 
Research  Foundation  and  professor  of  pharmacology  at  the  University  of  Toronto.  Dr. 
Oriana  Josseau  Kalant  is  a scientist  with  A.R.F.’s  biological  studies  department. 


\CANNABIS 

-sonte  -new  answers 
to  oM  qntestums 

by  Harold  and  Oriana  Josseau  Kalant 


On  the  following  pages  are  answers  to  some  commonly  asked 
questions  on  cannabis  taken  from  the  manuscript  for  a new 
and  enlarged  edition  of  the  Kalants’  book.  Drugs,  Society 
and  Personal  Choice  which  will  be  out  shortly  The  first  edition 
of  the  book  was  published  in  Canada  in  1971  by  General 
Publishing  Company  Limited  in  association  with  the  Addiction 
Research  Foundation  of  Ontario.  The  new  edition  will  also 
be  published  in  the  U.S.,  by  Harper  Sc  Row,  Publishers,  Medi- 
cal Division. 


Does  heavy  use  of  cannabis  have  a deleterious  effect  on  the 
health  of  an  individual? 


Studies  on  the  effects  of  chronic  heavy  use  of  cannabis  are  not  nearly 
as  complete  or  thorough  as  those  concerning  alcohol,  but  there  is  fairly 
general  agreement  that  the  heavy  user  is  likely  to  be  physically'deteriorated. 
He  tends  to  neglect  his  personal  hygiene  and  pay  little  attention  to  his 
diet,  so  that  he  is  likely  to  become  undernourished  and  therefore  more 
susceptible  to  infections  of  various  kinds.  There  is  some  argument  as  to 
whether  this  physical  deterioration  is  due  to  the  use  of  cannabis  or  is 
a reflection  of  a state  of  apathy,  dejection,  and  hopelessness  that  may 
contribute  to  the  chronic  use  of  cannabis. 

Since  most  observations  of  chronic  heavy  users  have  been  carried  out 
in  India,  North  Africa,  and  Brazil,  in  areas  where  a substantial  number 
of  people  are  physically,  socially,  and  psychologically  damaged—losers 
in  a fierce  competition  for  survival— it  is  really  difficult  to  be  certain  of 
the  correct  interpretation.  However,  experienced  observers  from  those 
countries  generally  feel  that  the  chronic  use  of  cannabis  does  contribute 
indirectly  to  the  end  state  in  which  these  people  are  seen.  This^impression 
is  strengthened  by  the  results  of  one  experimental  study  carried  out  in 
New  York  over  20  years  ago  in  which  a group  of  volunteers  within  a 
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prison  were  given  large  doses  of  marihuana  daily  for  30  days  or  longer. 
During  this  time  they  became  slovenly  and  apathetic  and  began  to  show 
neglect  of  their  physical  well-being.  Some  clinical  observers  believe  that 
this  type  of  behavior  not  only  gives  rise  to  physical  illness,  but  may  actually 
be  itself  a manifestation  of  a physical  illness,  a so-called  “organic  brain 
syndrome”  caused  by  chronic  heavy  use  of  cannabis. 

Isolated  reports  of  physical  deterioration  in  heavy  cannabis  smokers  have 
begun  to  appear  in  medical  journals.  For  example,  diarrhea,  cramps,  and 
weight  loss  suffered  by  certain  American  soldiers  in  Germany  were  at- 
tributed to  heavy  regular  use  of  hashish.  One  French  article  describes 
a condition  of  progressive  blockage  of  blood  vessels  in  the  legs  of  young 
Moroccans  who  were  particularly  heavy  smokers  of  cannabis.  Occasional 
unusual  reactions,  such  as  allergy  to  marihuana  or  enlargement  of  the 
breasts  in  men  using  it  regularly,  have  been  described.  It  has  also  been 
claimed  that  heavy  use  of  cannabis  can  cause  liver  damage,  but  this  may 
be  related  to  simultaneous  use  of  alcohol  or  other  drugs. 

Some  investigators  have  reported  that  heavy  regular  use  causes  chromo- 
some damage,  reduced  body  defenses  against  infections,  loss  of  sex  drive, 
reduced  levels  of  male  sex  hormone  in  the  body,  and  brain  damage.  These 
claimed  defects  are  not  proven,  and  are  still  under  study. 

So  far,  these  reports  are  few  in  number,  and  the  relation  between  cannabis 
and  these  physical  illnesses  has  not  been  explained  or  even  proven.  Nev- 
ertheless, two  points  must  be  borne  in  mind.  The  first  is  that  most  heavy 
smokers  of  cannabis  also  use  other  drugs  freely.  There  are  numerous 
descriptions  of  the  poor  physical  condition  of  these  multiple  drug  users. 
Even  though  it  is  impossible  to  decide  what  role  cannabis  may  have  played, 
relative  to  the  other  drugs,  in  causing  the  physical  problems,  this  does 
not  mean  it  played  no  role.  The  second  point  to  remember  is  that  cannabis 
is  still  a relatively  recent  addition  to  the  North  American  drug  scene, 
and  that  even  the  heaviest  users  have  been  smoking  it  for  only  a few 
years.  It  is  important  to  remember  that  some  harmful  effects  of  drugs 
are  recognized  only  after  they  have  been  in  general  use  for  many  years. 
The  thalidomide  story  is  a good  example.  This  drug  had  been  used  for 
some  time  with  patients  in  general;  then,  when  its  use  spread  to  obstetrical 
patients,  the  harmful  effects  on  the  fetus  quickly  became  apparent.  Even 
the  barbiturates  were  used  medically  for  half  a century  before  it  was 
recognized  clearly  that  they  could  give  rise  to  addiction. 
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Ire  have  been  claims  that  chronic  heavy  use  of  cannabis  can 
^bad  to  organic  brain  syndrome.  What  is  this  syndrome  and  how 
i7  ^od  is  the  evidence  linking  cannabis  to  it? 


A number  of  psychiatrists  have  recently  reported  the  occurrence  of  what 
may  be  an  organic  brain  syndrome  among  some  chronic  heavy  users  of 
cannabis  and  LSD.  The  symptoms  include  slowness  of  thinking,  loss  of 
recent  memory,  vagueness  and  confusion,  difficulty  in  forming  abstract 
concepts,  and  changes  in  the  electroencephalogram.  They  may  be  related 
to  the  finding  that  regular  heavy  users  among  college  students  have  lower 
grades  than  moderate  users  or  non-users.  The  symptoms  are,  less  marked 
than  those  in  well-developed  cases  of  brain  damage  in  alcoholics,  and 
so  far  they  have  not  been  definitely  proven  to  be  due  to  damage  to  brain 
cells. 


A group  of  British  investigators  reported  finding  certain  signs  of  brain 
damage  in  X-ray  pictures  taken  on  young  people  who  had  been  using  ^ 
mainly  cannabis,  and  occasionally  LSD  and  other  drugs.The  pictures  were  ^ 
said  to  show  a shrinkage  or  atrophy  of  the  cerebral  cortex,  which  in  other 
instances  is  known  to  reflect  death  of  large  numbers  of  brain  cells. 


This  report  was  greeted  by  a storm  of  controversy,  most  of  which  was 
based  on  the  claim  that  it  was  not  a properly  controlled  observation.  This 
is  really  an  inappropriate  criticism  because,  by  its  very  nature,  clinical 
observation  of  disease  states  cannot  follow  the  same  rules  as  experimental 
studies.  Indeed,  many  of  the  very  people  who  criticized  this  report  have 
accepted  the  same  kind  of  clinical  evidence  in  relation  to  amphetamine 
and  other  drugs. 


52 


It  is  true  that  tetrahydrocannabinol  (THC),  the  major  pharmacologically 
active  material  in  cannabis,  does  persist  in  the  brain  and  other  tissues 
for  relatively  long  periods  of  time.  There  is  good  clinical  evidence  that 
chronic  use  can  lead  to  chronic  psychological  toxicity  which  clears  up 
in  weeks  or  months  after  drug  use  is  stopped.  The  problem  is  whether 
or  not  there  comes  a point  at  which  brain  cells  begin  to  die  of  the  drug 
effects.  This  can  be  ascertained  only  by  microscopic  examination  of  the 
brain  at  autopsy,  and  information  of  this  type  is  not  yet  available.  The 
X-ray  findings  reported  by  the  British  group  are  suggestive,  but  have  been 
disputed  by  other  clinical  observers,  and  are  not  conclusive. 


Even  if  brain  damage  is  eventually  proven  to  occur  in  some  users  of 
cannabis  and  the  other  hallucinogens,  it  will  still  be  impossible  to  be  certain, 
on  clinical  grounds  alone,  whether  the  damage  results  directly  from  the 
action  of  the  drugs,  rather  than  from  some  other  aspect  of  the  living  habits 
of  the  people  who  use  them.  Further  clinical  observation  may  be  of  some 
help  in  answering  the  question,  but  it  will  not  answer  it  completely.  For 
obvious  ethical  reasons,  the  matter  cannot  be  settled  by  doing  long-term 
experiments  on  human  beings.  This  is  equally  true  of  clinical  observation 
on  damage  produced  by  all  other  drugs.  No  one  questions  the  connection 
between  alcohol  and  liver  cirrhosis,  even  though  this  has  never  been 
experimentally  proven  in  man.  If  a certain  pattern  of  drug  use  is  predictably 
followed  by  a certain  type  of  damage,  it  is  a reasonable  assumption  that 
the  one  may  cause  the  other.  Scientists  can  then  attempt  to  prove  or  disprove 
the  assumption  by  carefully  controlled  experiments  in  animals. 


It  was  noted  long  ago  that  dogs  given  large  doses  of  cannabis  daily  over 
many  months  appeared  to  become  “stupefied!’  It  is  now  possible  to  test 
pure  THC  in  animals  over  long  periods  of  time,  while  keeping  the  food 
intake  and  general  hygiene  normal,  to  see  if  the  drug  itself  causes  any 
brain  damage.  Such  experiments  are  now  in  progress,  and  preliminary 
results  indicate  that  larger  daily  doses,  given  for  many  months,  can  produce 
a permanent  impairment  of  learning  ability.  The  lack  of  such  effects  in 
short-term  experiments  on  humans  is  of  no  relevance,  one  would  hardly 
expect  to  find  them.  Years  of  careful  clinical  observation  are  required, 
and  until  such  information  is  accumulated  there  is  no  justification  for 
categorical  statements  either  that  cannabis  causes  such  damage  or  that 
it  is  harmless. 
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Some  people  have  claimed  that  cannabis  is  safer  than  alcohol  in  the 
^ long  run.  How  good  is  the  evidence  on  this  point? 

r 


Many  people  in  North  America  believe  that  marihuana  is  a much  safer 
substance  than  alcohol  because  it  does  not  cause  such  obvious  physical 
damage.  This  may  possibly  be  true,  but  the  available  evidence  does  not 
yet  permit  any  conclusion.  The  report  of  the  Shafer  Commission  indicated 
that  only  about  15  percent  of  all  Americans  over  the  age  of  12  had  ever 
used  marihuana,  and  only  about  three  percent  used  it  once  a week  or 
more  often.  The  most  recent  Canadian  surveys  found  that  only  four  percent 
of  adult  Canadians  have  ever  used  marihuana,  and  that  probably  fewer 
than  20  percent  of  high  school  and  university  students  in  the  major  cities 
had  used  it  once  or  more  in  the  preceding  six  months.  Corresponding 
figures  in  rural  areas  and  smaller  cities,  in  both  countries,  are  lower  than 
in  the  larger  cities  and  industrial  areas. 

At  a rough  estimate,  therefore,  the  number  of  continuing  users  of  cannabis 
at  the  time  of  these  surveys  was  about  8,000,000  in  the  United  States 
and  well  below  one  million  in  Canada,  and  the  great  majority  of  these 
were  infrequent  users  who  had  less  than  two  or  three  years’  experience 
with  cannabis.  In  contrast,  over  100,000,000  Americans  and  11,000,000 
Canadians  are  continuing  users  of  alcohol,  probably  more  than  seven 
and  a half  million  people  in  the  two  countries  drink  more  than  eight  ounces 
of  spirits  (or  the  equivalent  amount  of  other  alcoholic  beverages)  daily, 
and  most  have  made  use  of  it  for  several  years.  Clinical  studies  indicate 
most  cases  of  alcoholic  cirrhosis  have  had  a minimum  of  five  to  10  years 
of  heavy  drinking  before  the  disease  was  diagnosed.  It  is  obvious,  therefore, 
that  even  if  marihuana  were  just  as  harmful  as  alcohol  we  could  not  pos- 
sibly be  in  a position  yet  to  know  it. 
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s cannabis  have  any  therapeutic  roie  to  piay  in  medicine? 


Cannabis  was  used  medically  during  the  latter  part  of  the  19th  century 
and  the  early  part  of  the  20th.  It  was  given  by  mouth  as  a sedative  and 
for  the  relief  of  pain  or  muscle  spasm  in  a variety  of  diseases.  How- 
ever, it  gradually  fell  from  favor  because  the  preparations  were  too  variable 
and  unreliable,  so  that  it  was  impossible  to  be  certain  of  the  dose  needed 
to  produce  the  desired  effect.  With  unusually  strong  preparations,  the 
normal  dose  sometimes  proved  too  large,  and  the  medical  journals  of 
that  time  contain  a substantial  number  of  reports  of  cases  in  which  the 
hallucinogenic  effects  were  prominent.  Just  as  in  the  case  of  LSD,  these 
effects  may  be  pleasurable  or  they  may  be  intensely  frightening  to  people 
who  are  not  expecting  them  and  cannot  understand  why  reality  suddenly 
appears  to  be  altered.  In  the  latter  case,  panic  reactions  and  even  the 
precipitation  of  a true  psychosis  can  occur.  Similar  case  reports  have 
appeared  in  present-day  medical] ournals,  as  non-medical  drug  users  began 
to  experiment  with  more  and  more  potent  preparations  of  cannabis. 

Despite  the  variability  in  the  potency  and  quality  of  different  preparations, 
a small  amount  of  cannabis  is  still  used  medically  in  several  countries. 
Interest  in  the  medical  uses  may  possibly  revive  now  that  pure  synthetic 
THC  is  available  for  careful  testing  under  scientifically  controlled  condi- 
tions. In  fact,  there  have  been  some  recent  studies  of  its  possible  use  in 
the  treatment  of  glaucoma. 
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^hat  is  the  current  feeling  about  the  effect  of  cannabis  on  the  lungs? 

• p 

^ I ^ ■ 

Regular  heavy  smokers  of  cannabis,  such  as  those  studied  in  India,  were 
reported  to  have  a greatly  increased  incidence  of  chronic  lung  disease 
as  compared  to  the  rest  of  the  population.  This  is  probably  attributable 
to  the  fact  that  cannabis  smoke  is  highly  irritating  and  is  inhaled  deeply 
and  held  in  the  lungs  to  permit  the  maximum  absorption  of  the  active 
drug. 

In  general,  heavy  smokers  of  cannabis  are  also  inclined  to  be  heavy  users 
of  tobacco.  Therefore,  it  is  possible  that  the  increased  frequency  of  lung 
damage  found  in  these  people  is  at  least  in  part  due  to  excessive  use 
of  tobacco.  However,  tobacco  is  usually  selectively  bred  and  processed 
for  its  mildness,  while  no  such  efforts  are  made  with  respect  to  cannabis. 
Indeed,  the  tar  content  of  marihuana  smoke  was  recently  found  to  be 
50  percent  higher  than  that  of  smoke  from  tobacco  cigarettes  of  a brand 
with  one  of  the  highest  tar  levels.  It  seems  quite  likely,  therefore,  that 
the  cannabis  itself  can  make  a substantial  contribution  to  the  total  amount 
of  lung  irritation. 

In  keeping  with  this,  American  soldiers  who  smoked  hashish  several  times 
daily  for  six  to  15  months  were  found  to  have  bronchial  and  lung  inflamma-  i 
tion,  which  cleared  up  only  when  they  stopped  smoking  it.  Microscopic  I 
examination  of  the  scavenger  cells  (macrophages),  which  normally  protect 
the  lining  of  the  lungs,  showed  abnormalities  in  the  cells  from  marihuana 
smokers  compared  to  those  from  non-users.  Changes  were  also  produced 
experimentally  by  exposing  tissue  cultures  of  mouse  lung  cells  to  mari- 
huana smoke.  Finally,  tar  from  cannabis  smoke  has  been  reported  to  cause 
skin  cancer  in  mice,  just  as  tobacco  tar  does. 

We  can  therefore  make  a reasonable  prediction  that  systematic  observation 
over  several  years  will  show  heavy  use  of  cannabis  to  increase  the  risk 
of  lung  and  heart  disease,  including  lung  cancer,  in  the  same  way  as  heavy 
smoking  of  tobacco.  It  is  worth  remembering  cigarettes  were  widely  used 
for  years  before  their  relation  to  lung  disease  and  cancer  was  recognized. 
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Has  it  been  determined  definitely  whether  or  not  the  regular  use  of 
cannabis  can  lead  to  a building  up  of  tolerance? 


Many  people  have  stated  quite  categorically  that  no  tolerance  or  physical 
dependence  are  produced  by  chronic  use  of  cannabis.  In  fact  Fitz  Hugh 
Ludlow,  a young  American  drug-user  who  was  also  a very  astute  observer, 
pointed  out  over  120  years  ago  that  the  beginner  gets  more  effect,  rather 
than  less,  each  time  he  uses  the  drug.  This  phenomenon  has  recently 
received  much  publicity  under  the  unfortunate  name  of  “reverse  tolerance.” 

It  should  be  emphasized  that  this  occurs  only  during  the  first  few  times 
the  drug  is  used.  After  that,  there  is  a fairly  stable  and  predictable  effect, 
according  to  the  amount  used.  Scientists  are  not  certain  whether  the  effect 
initially  increases  simply  because  the  novice  learns  what  effects  to  look 
for  and  recognize,  or  because  there  is  a change  in  the  way  the  THC  is 
distributed  and  handled  in  the  body. 

With  chronic  heavy  use,  the  available  evidence  (which  has  been  accumulat- 
ing fairly  rapidly)  suggests  that  tolerance  does  develop,  so  that  the  user 
has  to  take  more  cannabis  to  get  the  same  effect.  The  Report  of  the  Indian 
Hemp  Drugs  Commission,  a widely  praised  report  by  a mixed  British 
and  Indian  commission  which  examined  the  use  of  cannabis  in  India  during 
1893-94,  contains  evidence  that  heavy  users  of  bhang  (a  preparation  of 
cannabis  taken  by  mouth)  needed  more  than  four  times  as  much  drug 
as  moderate  users  to  get  the  same  effect.  Similar  observations  have  been 
made  on  heavy  marihuana  smokers  in  the  Haight-Ashbury  district  of  San 
Francisco.  In  one  experimental  study,  human  volunteers  took  pyrahexyl 
(a  potent  synthetic  compound  closely  resembling  THC)  by  mouth,  several 
times  daily  for  a month,  in  doses  of  their  own  choosing.  There  was  a 
tendency  for  them  to  increase  the  dose  slowly  but  steadily  throughout 
the  experiment.  In  a similar  experiment  in  which  marihuana  was  smoked, 
there  was  a similar  increase  in  the  amount  used.  Many  years  ago  it  was 
found  that  dogs  became  tolerant  on  repeated  dosage  with  cannabis  extract. 
A number  of  recent  studies  in  rats,  dogs,  pigeons,  and  monkeys,  in  which 
rather  high  doses  of  THC  were  given,  also  indicate  that  tolerance  can 
develop  during  repeated  administration. 
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at  about  physical  dependence? 


The  evidence  is  less  complete  in  relation  to  physical  dependence.  One 
might  expect  that  if  it  did  occur,  a characteristic  withdrawal  reaction  would 
have  been  recognized  in  those  countries  in  which  prolonged  and  heavy 
use  of  cannabis  has  existed  for  centuries.  No  such  reaction  has  been 
reported,  but  it  must  be  remembered  that  even  though  delirium  tremens 
was  recognized  and  described  160  years  ago,  it  was  not  proven  to  be  an 
alcohol  withdrawal  reaction  until  1954. 


The  recent  evidence  that  THC  is  eliminated  from  the  human  body  very 
slowly  makes  it  likely  that,  as  with  amphetamine,  withdrawal  symptoms 
would  be  relatively  mild  even  if  physical  dependence  did  occur.  How- 
ever, the  question  does  not  appear  to  have  received  very  adequate  study 
so  far.  In  the  pyrahexyl  experiment  mentioned  above,  the  supply  of  drug 
was  cut  off  abruptly  and  the  subjects  became  restless  and  unable  to  sleep, 
sweated  heavily,  felt  “hot  flashes,”  lost  their  appetite,  and  had  difficulty 
swallowing.  These  symptoms  suggest  a withdrawal  reaction,  but  it  is  dif- 
ficult to  be  sure  because  the  same  symptoms  could  be  produced  by  anxiety 
or  tension  resulting  from  the  sudden  removal  of  the  drug  to  which  they 
had  become  accustomed.  In  the  related  experiment  with  marihuana,  simi- 
lar symptoms  did  not  appear  on  withdrawal  of  the  drug.  These  studies 
are  not  nearly  complete  enough  to  permit  any  certainty  about  the  occur- 
renc^f  physical  dependence  on  cannabis. 


/ Is  jthere  any  link  between  heavy  cannabis  use  and  mental  illness? 

Cenaiir  types  of  psychosis  may  be  caused  or  precipitated  by  cannabis. 
Thp  Injdian  Hemp  Drugs  Commission  Report  indicated  that  during  one 
yeaiTin  all  of  India,  only  98  such  cases  were  admitted  to  mental  hospitals. 
Thfts  appears  to  be  a trivial  number  in  a country  which  had,  at  that  time, 
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a population  of  about  280,000,000.  However,  the  Commission’s  enquiry 
also  revealed  that  during  the  same  year  only  1,344  patients  were  admitted 
to  all  the  mental  hospitals  in  India.  This  is  an  incredibly  small  figure 
for  such  a huge  population,  and  it  probably  means  that  the  great  majority 
of  mentally  ill  patients  were  never  admitted  to  hospitals.  The  important 
figure,  therefore,  is  not  that  only  98  cases  were  admitted  with  mental 
illness  related  to  cannabis  use,  but  that  they  made  up  7.3  percent  of  all 
the  patients  admitted  to  mental  hospitals  in  the  year.  Since  regular  cannabis 
users  made  up  only  0.5  percent  of  the  population,  they  must  have  had 
a much  greater  probability  of  hospitalizable  mental  illness  than  the  rest 
of  the  population. 


Is  there  conclusive  evidence  that  cannabis  ieads  to  other  drugs? 


As  surveys  of  high  school  students  in  American  and  Canadian  cities 
showed,  the  heavy  users  of  cannabis  are  likely  to  take  many  different 
kinds  of  drugs.  Clinical  experience  with  alcoholics  shows  that  many  also 
use  large  amounts  of  barbiturates,  tranquillizers,  and  other  prescription 
drugs. 

In  a similar  fashion,  heavy  users  of  marihuana  are  also  likely  to  take 
LSD,  other  hallucinogens,  or  amphetamines.  There  is  no  evidence  for 
a direct  pharmacological  connection  between  the  use  of  marihuana  and 
that  of  heroin.  However,  there  may  be  a psychological  and  social  connec- 
tion, in  the  sense  that  the  heavy  user,  being  likely  a multiple  drug  taker 
already,  may  be  more  likely  also  to  try  additional  drugs,  including  heroin. 

The  likelihood  of  this  happening  is  greatly  increased  by  the  rapidly 
changing  patterns  and  fashions  of  drug  use  in  North  America  today.  The 
spread  of  such  changes  is  greatly  facilitated  by  the  mass  media.  One  result 
is  that  stable  patterns  of  behavior  (including  drug  behavior)  lose  their 
influence,  and  the  distinction  between  “acceptable”  and  “unacceptable” 
drugs  becomes  less  meaningful. 
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Has  cannabis  been  shown  to  play  any  role  in  causing 
traffic  accidents? 


A growing  body  of  evidence  suggests  that  cannabis  may  also  be  expected 
to  play  a significant  role  in  traffic  accidents  if  its  use  becomes  more  wide- 
spread in  the  car-driving  age  groups.  Many  magazine  articles  in  favor 
of  the  legalization  of  marihuana  state  emphatically  that  marihuana  is 
safer  than  alcohol.  As  evidence  they  cite  a paper  which  reported  that 
a moderate  dose  of  marihuana,  enough  to  produce  a “social  marihuana 
high,”  did  not  cause  any  impairment  of  performance  in  a simulated  au- 
tomobile driving  task,  while  alcohol  did.  However,  the  study  in  question 
did  not  actually  provide  evidence  for  such  a statement  at  all.  The  subjects 
were  all  experienced  marihuana  users,  and  the  dose  of  marihuana  was 
purposely  kept  quite  small,  merely  enough  to  produce  a mild  feeling  of 
pleasure.  In  contrast,  the  dose  of  alcohol  which  they  were  given  was 
equivalent  to  about  eight  ounces  of  whisky  to  a person  of  average  body 
weight,  and  this  amount  was  drunk  in  half  an  hour.  Any  comparison 
between  the  two  drugs,  on  the  basis  of  this  wide  discrepancy  in  dose, 
is  clearly  quite  meaningless. 

In  fact,  recent  studies  show  quite  clearly  that  cannabis  does  impair  driving 
ability.  A Danish  study  using  a driving  simulator  showed  increased  steering 
and  braking  errors  when  tests  were  done  under  the  influence  of  marihuana. 
In  Canada,  road  tests  by  experienced  drivers  showed  more  steering  errors 
and  rougher  handling  of  the  car  after  comparable  “social”  doses  of  either 
alcohol  or  marihuana.  Several  other  groups  in  the  United  States  and 
Canada  have  shown  that  marihuana  impairs  performance  on  tests  of 
muscular  coordination,  timing,  and  attention,  the  degree  of  impairment 
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being  proportional  to  the  dose.  Perhaps  most  important  of  all,  a small 
dose  of  marihuana,  that  has  no  detectable  effect  on  muscular  coordination 
by  itself,  causes  a substantial  increase  in  the  impairment  produced  by 
a moderate  dose  of  alcohol. 

So  far,  preliminary  investigation  suggests  that  chronic  users  of  marihuana 
do  not  commit  significantly  more  violations  of  traffic  regulations  than 
non-users,  and  that  they  have  not  been  involved  to  any  greater  extent 
in  the  production  of  automobile  accidents.  However,  many  of  these  users 
believe  that  their  driving  ability  is  impaired  when  they  are  under  the 
influence  of  the  drug.  Because  of  this,  they  either  do  not  drive  after  smoking 
marihuana  or  drive  extremely  carefully.  An  added  reason  for  their  caution 
is  a desire  to  avoid  being  stopped  by  the  police,  because  they  are  afraid 
that  their  use  of  cannabis  might  then  be  detected;  they  fear  the  risk  of 
legal  penalties  in  connection  with  drug  use  rather  than  with  their  driving 
performance.  If  marihuana  were  not  illegal,  as  it  is  at  present,  this  reason 
for  extra  caution  would  not  exist,  and  therefore  a larger  proportion  of 
people  might  drive  while  under  its  influence.  The  possible  contribution 
of  marihuana  to  the  production  of  accidents  might  then  be  more  significant 
than  it  appears  to  be  at  present. 

Another  fact  to  be  remembered,  in  this  connection,  is  that  sensitive,  ac- 
curate methods  of  measuring  THC  in  blood  or  other  body  fluids  are  not 
yet  available.  This  means  that  under  the  conditions  that  might  be  encoun- 
tered in  automobile  accidents  it  is  impossible  to  prove  the  presence  of 
THC  in  the  body.  This  is  quite  different  from  the  situation  with  alcohol. 
Blood  alcohol  levels  can  be  measured  quite  readily,  either  by  drawing 
blood  samples  for  direct  chemical  analysis  or  by  use  of  the  Breathalyzer 
test.  Therefore,  the  apparent  lack  of  involvement  of  cannabis  in  motor 
accidents  at  present  may  merely  mean  that  its  role  has  not  been  detected. 
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fmm  high  Milling 
topenoaalniin 

by  Howard  English 

Jeffrey  B.  is  one  of  Toronto’s  best  educated  taxi  drivers.  He  was  a practising 
lawyer  before  being  disbarred  for  gambling  away  clients’  funds.  He  now 
views  his  past  as  a steady  progression  toward  self-destruction. 


“First  you  lose  everything  you  own,  and  then  everything  you  can  borrow, 
and  then  everything  you  can  steal,  and  you  finally  reach  a point  where 


Mr.  English  is  a feature  reporter  with  Toronto  radio  station  CKEY.  Series  he  has  done 
include  ones  on  crib  deaths,  interferon,  artificial  insemination,  and  the  6th  International 
Conference  on  Alcohol,  Drugs,  and  Traffic  Safety. 
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they  put  you  in  jail,  or  you  go  to  the  looney  bin,  or  you  start  thinking 
of  killing  yourself,  something  I seriously  contemplated  at  the  lowest  point.” 

For  most  people,  gambling  is  a pleasant,  exciting  but  primarily  a take 
it  or  leave  it  pastime.  For  Jeffrey  B.  and  the  estimated  10  million  other 
North  Americans  who  are  hooked  on  the  toss  of  the  dice,  the  spin  of 
the  wheel,  or  the  action  at  the  track,  it’s  a downward  spiral  from  high 
rolling  to  self-deception,  addiction,  and  personal  ruin.  No  matter  how 
much  they  lose,  no  matter  how  many  times  they  vow  to  stop,  compulsive 
gamblers,  like  drug  addicts  or  alcoholics,  just  cannot  seem  to  quit. 

“I  was  making  between  10  and  15  thousand  dollars,”  remembers  Paul 
R.  “My  wife  was  making  around  eight.  And  we  had  nothing  to  show 
for  it.  I had  gambled  away  my  money  as  well  as  hers— never  all  at  once, 
but  six  days  a week  at  the  track.  So  many  things  had  been  repossessed, 
the  apartment  was  a shambles.  I had  a house  at  the  time  but  I couldn’t 
afford  to  live  in  it.  I had  to  rent  it  to  cover  the  payments.” 

Jay  Livingston,  a psychologist  who  spent  two  years  studying  members 
of  Gamblers  Anonymous  who,  like  members  of  AA  try  to  help  each  other 
“stay  stopped,”  remarks:  “Each  individual  act  in  a compulsive  gamblers 
life,  taken  by  itself,  would  not  mark  him  as  deviant.  Nondeviant  people 
also  wager  on  horses,  cards,  and  sports,  and  take  out  loans  to  pay  off 
their  debts.  The  deviant  nature  of  compulsive  gambling  arises  from  all 
these  acts  in  context  and  from  the  continued  performance  of  them  in 
spite  of  obvious  social  disapproval.” 

While  the  world  literature  of  fiction  has  a great  number  of  classical  descrip- 
tions of  the  gambler  and  his  gambling— of  which  Fydor  Doystoievski’s 
novel  "‘The  Gambler”  is  the  best  known,  the  scholarly  literature  on  gam- 
bling is  sparse.  Says  Dr.  Milo  Tyndal,  a neuro-psychiatrist  who  has  had 
a long-time  interest  in  the  compulsive  gambler:  “Textbooks  and  handbooks 
of  psychiatry  either  ignore  gambling  completely  or  just  mention  it  in 
passing,  in  some  instances  as  just  another  type  of  psychopathic  personality. 
I think  this  is  due  to  the  fact  that  very  few  doctors,  including  psychiatrists, 
are  dealing  professionally  with  gamblers.  The  triad  of  alcoholism,  gam- 
bling, and  superstition  are  conditions  which  are  notoriously  resistant  to 
therapy.  The  gambler  seldom  seeks  help  because  he  does  not  recognize 
or  admit  that  his  gambling  is  the  expression  of  a deep  emotional  disturb- 
ance, a symptom  of  illness.  Although,  due  to  its  serious  social  conse- 
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quences,  gambling  must  be  considered  a social  illness,  it  cannot  be  com- 
pared with  drinking  in  its  scope  and  importance.  It  may  cause  both  personal 
and  family  tragedy,  it  may  affect  business  companies  through  embezzling, 
but  it  never  affects  large  sectors  of  society  as  drinking  does.” 

Some  psychoanalysts— among  them  Freud,  Menninger,  Kris,  Simmel, 
Bergler,  Fenichel,  and  Galdston— have  paid  more  attention  to  the  personal- 
ity of  the  gambler. 

Dr.  Edmund  Bergler,  in  his  book  The  Psychology  of  Gambling  believes 
the  betting  addict  is  regressing  to  infantile  attitudes  and  his  guilt  about 
the  psychological  slip  backwards  is  expressed  through  self-punishment. 
Dr.  Bergler  maintains  that  compulsive'  gambling  is  an  act  of  aggression 
against  parents  and  educators  who  taught  the  gambler  as  a child  not  to 
expect  immediate  fulfillment  of  his  wishes,  as  was  the  case  during  infancy. 
The  compulsive  gambler  feels  the  required  cost  of  his  yearning  for  omnipo- 
tence is  self-humiliation  and  self-defeat.  He  deliberately  creates  situations 
in  which  he  will  inevitably  lose.  Yet  his  suppressed  sense  of  megalomania 
triggers  a painful  pleasure.  Said  one  compulsive  gambler,  “No  matter  how 
much  money  I owed,  no  matter  how  terrible  things  were,  I didn’t  have 
a care  in  the  world  as  long  as  I was  at  the  track.”  And  another,  remembering 
his  desperation  before  finally  joining  GA  said,  “I  was  constantly  quitting, 
wanting  to  quit,  trying  to  quit,  or  resolving  to  quit.  And  I don’t  know 
how  many  times  I had  written  T will  never  gamble  again.’  It  was  harming 
me,  it  was  destroying  me,  but  I could  not  quit.” 

According  to  Dr.  Bergler  there  are  six  descriptive  characteristics  of  a com- 
pulsive gambler: 

1 . The  gambler  habitually  takes  chances 

2.  The  game  precludes  all  other  interests 

3.  The  gambler  is  full  of  optimism  and  never  learns  from  defeat 

4.  The  gambler  never  stops  when  winning 

5.  Despite  initial  caution,  the  gambler  eventually  risks  too  much 

6.  “Pleasure— painful  tension”  (thrill)  is  experienced  during  the  game 

Money,  Jay  Livingston  observed,  had  a “highly  charged”  quahty  for  the 
GA  members  he  interviewed.  “In  Freudian  terms  one  would  say  that 
it  has  become  “libidinized,”  in  that  it  carries  a symbolic  significance  far 
beyond  its  usual  economic  and  social  value.  Even  a casual  observer  at 
GA  meetings  would  be  struck  by  the  styles  of  dress  and  the  general  display 
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of  dazzling  consumer  goods.  At  the  first  meeting  I attended,  I almost 
suspected  that  some  of  the  men  had  just  come  from  a rehearsal  of  Guys 
and  Dolls'’  Livingston  noted.  “Their  clothes,  hair,  and  jewelry  were  of 
a style  I can  only  characterize  as  Broadway,  as  opposed  to  Madison  Avenue, 
Mod,  or  Ivy  League.” 

A poor  poker  hand,  a last  place  horse,  or  the  lowest  dice  toss,  how- 
ever, never  prevents  the  compulsive  gambler  from  persisting  until  all  his 
money  is  gone.  Conversely,  a royal  flush  or  several  consecutive  winning 
tickets  at  the  track  never  convince  him  to  collect  his  earnings  and  leave. 
Before  the  compulsive  gambler’s  eye  stretches  a limitless  series  of  lucky 
breaks. 

But  eventually,  explains  Livingston,  “the  gambler’s  chief  problem  becomes 
the  attempt  to  present  an  image  of  success,  a complicated  delicate  process 
involving  both  his  own  needs  and  the  demands  of  the  group  culture.” 
When  his  salary  no  longer  stretches  far  enough  to  cover  mounting  losses, 
he  turns  to  external  sources.  He  borrows  from  family  or  bank.  What  he 
is  doing,  says  Livingston  is  “buying  time  to  forestall  acknowledging  to 
himself  and  others  that  he  has  failed  financially.  When  the  losses  build 
up  again  he  is  directly  accountable  to  others.  From  then  on,  the  pattern 
usually  includes  a second  loan  from  a second  bank,  the  finance  companies, 
and  finally  the  loan  sharks.”  The  very  last  resource  as  lawy,er-turned-cab 
driver  Jeffrey  B.  found  was  “borrowing”  clients’  funds. 

Financial  entanglements  and  the  resultant  lies  which  the  compulsive 
gambler  must  continually  fabricate  to  maintain  both  his  public  and  private 
image  place  a heavy  strain  on  family  life.  Jeffrey  B.’s  marriage  ended 
in  divorce.  As  he  tells  it:  “My  wife  really  went  through  hell.  Your  mind, 
your  emotions,  and  your  energies  are  elsewhere.  You  just  drop  in  briefly 
to  rest  up  and  away  you  go  again.  You  come  in  at  three  or  four  in  the 
morning  after  losing  another  $1,500  or  $1,000  and  you  see  your  child  lying 
in  the  crib  innocently  sleeping,  and  you  think  ‘What  am  I doing  to  these 
people?’  You  feel  so  badly.” 

Livingston  found  that  the  threat  of  divorce  even  more  than  the  pressure 
of  mounting  debts  brought  about  a period  of  abstinence,  or  a serious 
attempt  to  seek  help. 

One  place  the  compulsive  gambler  who  wants  to  quit  seeks  help  is 
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ARE  YOU  A COMPULSIVE  GAMBLER? 


According  to  Gamblers  Anonymous,  most  compulsive 
gamblers  will  answer  ‘‘yes”  to  at  least  seven  of  the 
following  questions. 


Do  you  lose  time  from  work  due  to  gambling? 

Is  gambling  making  your  home  life  unhappy? 

Is  gambling  affecting  your  reputation? 

Have  you  ever  felt  remorse  after  gambling? 

Do  you  ever  gamble  to  get  money  with  which  to  pay 
debts  or  to  otherwise  solve  financial  difficulties. 
Does  gambling  cause  a decrease  in  your  ambition  or 
efficiency? 

After  losing  do  you  feel  you  must  return  as  soon  as 
possible  and  win  back  your  losses? 

After  a win  do  you  have  a strong  urge  to  return  and 
' win  more? 

Do  you  often  gamble  until  your  last  dollar  is  gone? 
Do  you  ever  borrow  to  finance  your  gambling? 

Have  you  ever  sold  any  real  or  personal  property  to 
finance  gambling? 

Are  you  reluctant  to  use  ‘‘gambling  money”  for 
normal  expenditures? 

Does  your  gambling  make  you  careless  of  the  welfare 
of  your  family? 

Do  you  ever  gamble  longer  than  you  had  planned? 
Do  you  ever  gamble  to  escape  worry  or  trouble? 
Have  you  ever  committed  or  considered  committing 
an  illegal  act  to  finance  gambling? 

Does  gambling  cause  you  to  have  difficulty  in  sleep- 
ing? 

Do  arguments,  disappointments,  or  frustrations 
create  within  you  an  urge  to  gamble? 
bo  you  have  an  urge  to  celebrate  any  good  fortune 
by  a few  hours  of  gambling? 

Have  you  ever  considered  self-destruction  as  a result 
of  your  gambling? 


Gamblers  Anonymous  which  was  established  in  1957  and  modelled  after 
Alcoholics  Anonymous  (including  Gam-Anon  for  family  and  friends  and 
Gam-A-Teen).  There  are  active  chapters  in  St.  Catharines, Toronto,  Ottawa, 
Montreal,  Quebec  City,  and  Vancouver.  Edmonton,  Calgary,  and  Winnipeg 
have  indicated  interest  in  setting  up  chapters.  GA  literature  concentrates 
primarily  on  correcting  character  defects  that  cause  the  gam- 
bling problem:  for  example,  the  immature  expectation  of  immeasurable 
bounty  without  hard  work  or  the  self-portrait  of  a potentially  sauve  philan- 
thropist presenting  mink  coats  and  expensive  cars  to  family  and  friends. 
Members  are  required  to  recognize  that  compulsive  gambling  is  uncon- 
trollable, abnormal,  and  pathological,  that  it  is  not  merely  dissipation. 
They  must  realize  it  is  a fantasy  substitute  for  real  achievement  in  life, 
an  immature  craving  for  attention  that  is  based  on  emotions  and  not  on 
judgement. 

No  donation  from  any  outside  source  is  accepted.  A few  years  ago  a 
charitable  foundation  volunteered  $8,000  for  the  Toronto  branch.  It  was 
turned  down.  The  GA  philosophy  tries  to  remove  the  comfortable  concept 
of  turning  to  others  for  financial  assistance.  Money  is  no  longer  the  magic 
formula  for  success. 

A.  simple  but  brutal  honesty  marks  a Gamblers  Anonymous  meeting.  New 
members  are  repeatedly  reminded  that  they  are  sick  human  beings  who 
can  never  cure  their  gambling  impulses,  only  control  them. 

The  shock  of  relinquishing  a nagging  dependency  can  be  devastating. 
Paul  R.  was  incapable  of  working  for  a month  after  joining  the  program. 
He  suffered  the  “shakes”  and  an  intense  longing  to  wager  just  one  bet. 
Not  even  activities  so  seemingly  harmless  as  purchasing  an  Olympic  lottery 
:icket,  or  tossing  a coin  for  a cup  of  coffee  are  considered  safe  fun  for 
;he  reformed  compulsive  gambler.  Retrogression,  as  described  by  Paul, 
;tarts  slowly  and  innocently  and  then  propels  itself  at  a dizzying  velocity. 


‘I  pretty  well  stopped  for  about  six  months  but  I went  back  a couple 
)f  times,  and  all  of  a sudden— bang!  You  go  back  one  night  and  you 
lave  a winner.  It  was  always  the  last  race  you  seemed  to  win.  Because 
had  to  leave  early  Fd  have  to  go  back  the  next  day  to  cash  in  that 
iamn  ticket  and  when  you  go  back,  you’d  win  again,  and  all  of  a sudden 
You’re  on  a winning  streak.  Once  you’re  on  a winning  streak,  that’s  it. 
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baby.  You  just  keep  on  gambling.  If  you  lose  you  have  to  get  that  money 
back.  There’s  no  end  to  it.”  | 

Unlike  alcohol  and  drug  dependency  which  are  perceived  by  society  as  ! 
disabling,  heavy  gambling  is  not.  In  fact,  many  GA  participants  assess  ' ; 
the  beginning  of  their  irrational  gambling  as  an  attempt  to  confirm  an  i 
image  of  manhood  imposed  by  society.  But  they  view  themselves  differently 
once  in  the  G A program.  As  their  manual  asks,  “Is  such  self-inflicted  misery  i 
the  behavior  of  a healthy,  well-adjusted  normal  individual?  Is  not  such 
a person  just  as  sick  as  the  dope  addict,  the  alcoholic,  or  the  mentally 
disturbed?  The  compulsive  gambler  cannot  take  any  pill  or  medicine  to 
cure  him  of  his  illness,  but  he  is  nevertheless  just  as  sick  as  if  he  were 
slowly  poisoning  himself  or  destroying  his  body,  mind,  and  soul  by  any 
other  equally  destructive  means.”  ^ 

According  to  Gamblers  Anonymous,  the  addiction  is  so  pervasive,  men  I 
and  women  from  all  occupational  backgrounds,  are  immobilized  by  it.  A 
predominance  of  salesmen  who  work  with  little  supervision  constitutes 
the  GA  membership,  but  other  job  backgrounds  are  enormously  varied; 
so  diverse  that  GA  claims  compulsive  gambling  has  nothing  to  do  with 
an  individual’s  occupation  or  profession. 

Given  both  the  latent  and  obvious  evidence  of  individual  destruction  as 
a result  of  compulsive  gambling,  how  can  society’s  complacency  be  ex- 
plained? Dr.  Bergler  believes  compulsive  betting  behavior  is  viewed  as 
a perfectly  acceptable  method  of  externalizing  childish  megalomania. 

“Society  ridicules  the  man  who  makes  an  out  and  out  claim  to  omnipotence, 
and  brands  him  a psychotic.  The  gambler,  however,  entertains  the  same 
unreal  fantasy  under  conditions  that  can  be  misunderstood  by  the  outsider 
as  having  a ‘rational’  aim— that  of  winning  money.” 

The  only  certainty  about  frenetically  tracking  down  every  possible  game 
of  chance,  12,  14,  20  hours  a day,  is  losing.  But  as  Livingston  puts  it,  “As 
long  as  the  compulsive  gambler  has  cash  in  his  pocket,  or  credit  with 
the  bookie,  the  balance  sheet  showing  his  debts  doesn’t  count.  He  can 
still  buy  the  fantasy  of  winning  it  all  back.”  If  and  when  that  fantasy 
explodes,  the  compulsive  gambler  may  remember  like  Jeffery  B.,  “I  never 
smiled  at  a racetrack  or  casino.  I was  generally  always  alone.  It  wasn’t 
fun.” 
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The  question  of  what  formulation  of  the  illness  conception  is  accepted  by 
and  large  by  one  or  the  other  section  of  public  opinion  cannot  be  deter- 
mined on  the  basis  of  existing  information.  The  indications  for  the  great 
majority  are  that  the  accepted  version  is  merely  that  ‘alcoholism  is  a 

{disease.’  For  the  time  being  this  may  suffice,  but  not  indefinitely. 

In  the  introductory  parts  of  this  study  it  was  said  that  acceptance  of 
certain  formulations  on  the  nature  of  alcoholism  does  not  necessarily  equal 
validity.  I am  repeating  these  words  at  this  juncture  lest  there  be  some 
misunderstanding  on  this  score. 

E.  M.  Jellinek,  The  Disease  Concept  of  Alcoholism 

A Retrospective  Appreciation  of  Jellinek 

The  above  quotation  was  taken  from  a book  which  presents  one  of  the 
most  objective  and  thorough  considerations  of  alcohol  problems  ever 
published.  Throughout  that  book,  Jellinek  provides  repeated  cautions 
against  misuse  of  his  concepts,  emphasizing  that  his  primary  purpose  in 
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advocating  a disease  concept  of  alcoholism  was  sociopolitical  - to  stimu  j 
late  physician  involvement  so  as  to  provide  greater  medical  services  foil 
alcoholics,  and  to  influence  legislation  so  that  treatment  and  rehabilita  < 
tion  would  become  acceptable  alternatives  to  punitively  incarcerating! 
alcoholics  for  drunkenness. 

Jellinek’s  disease  concept  was  not  a product  of  rigorous  scientific  investi- 
gation, but  was  derived  from  his  own  clinical  experience  and  from  the’ 
retrospective  self-reports  of  recovered  alcoholics,  mostly  longtime  mem-^ 
bers  of  Alcoholics  Anonymous.  Jellinek,  a scientist  of  high  integrity, 
identified  the  source  of  his  conceptions  and,  moreover,  was  concerned 
that  anyone  using  his  formualtions  should  regard  them  as  “working 
hypotheses”  - ideas,  possibly  valid,  but  which  should  be  subjected  to 
experimental  test.  For  example,  when  speculating  about  the  possible  role 
of  inherited  or  acquired  tissue  tolerance  in  alcohol  problems,  he  cau- 
tioned: “I  repeat  that  I regard  the  above  merely  as  a working  hypothe- 
sis.” It  is  clear  from  the  frequent  and  repeated  cautions  throughout  his 
book  that  Jellinek  recognized  the  danger  that  his  ideas  might  be  misused. 
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Despite  the  reasoned  care  that  Jellinek  took  to  phrase  his  ideas,  other: 
have  often  extended  those  concepts  far  beyond  the  boundaries  he  estab 
lished.  For  instance,  while  he  did  not  intend  the  disease  concept  to  apply: 
to  all  the  species  of  alcoholism,  but  only  to  those  labelfed  as  gamma* 
and  delta*  this  fact  has  often  been  overlooked.  Furthermore,  he  stated 
that  only  when  these  two  types  of  alcoholics  had  consumed  enough  alco- 
hol to  produce:  “acquired  increased  tolerance,  withdrawal  symptoms, 
inability  to  abstain  or  loss  of  control . . . (could  they) ...  be  termed  an 
alcohol  addict  and  . . . (their) . . . drinking  behavior  regarded  as  a disease| 
process.”  He  hypothesized  that  in  these  cases,  continued  drinking  ^ 
occurred  for  the  purpose  of  staving  off  the  onset  of  withdrawal  symptons.^ 
As  a result,  these  persons  were  in  need  of  medical  management.  He  also 
thought  it  to  be  the  case  that  once  a person  had  progressed  to  this  late 
stage  of  alcoholism,  the  mere  ingestion  of  any  amount  of  alcohol  would 
be  sufficient  to  induce  physical  dependence  on  alcohol  and,  thus,  an 
active  disease  process.  He  identified  this  conception  as  a “working 


* Gamma  alcoholism  identifies  a type  of  alcoholism  involving  I)  acquired  tolerance  to 
alcohol,  2)  metabolic  adaptation,  3)  withdrawal  symptons,  and  4)  loss  of  control.  Delta 
alcoholism  is  similar  to  gamma  alcoholism.  The  first  three  symptoms  are  present  but  instead  of 
inability  to  maintain  sobriety,  the  delta  alcoholic  is  unable  to  withdraw  from  drinking. 
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I hypothesis”  in  need  of  scientific  investigation  and  possible  disconfirma- 
! tion.  This  point  will  be  relevant  to  our  later  discussion. 

i Jellinek  also  recognized  that  even  if  physical  dependence  in  gamma  and 
delta  alcoholics  could  be  demonstrated  to  occur  following  the  consump- 
tion of  a very  small  amount  of  alcohol,  this  would  xepresent  a late  stage 
in  what  he  thought  to  be  a progressive  development  of  alcoholism  (a 
sequence  he  postulated  to  consist  of  a series  of  increasingly  serious 
symptom  complexes).  In  other  words,  he  did  not  choose  to  extend  his 
disease  concept  to  explain  the  early  stages  of  the  progression  prior  to  the 
onset  of  physical  dependence.  In  this  regard,  he  concluded  that:  “There 
remains  the  fact  that  a learning  theory  (authors’  italics)  of  drinking  in  the 
well-defined  terms  of  psychological  discipline  is  essential  to  all  species  of 
alcoholism,  including  addiction.  The  learning  process  ...  is  a prerequisite 
to  bring  about  the  conditions  which  are  necessary  for  the  development  of 
addiction  in  the  pharmacological  sense.”  Likewise,  he  recognized  that: 

! “The  learning  theory  . . . does  not  exclude  any  other  etiological  theories; 
it  can  be  complimentary  to  any  of  them.” 

Apparently,  Jellinek’s  sophisticated  level  of  reasoning  often  escapes  work- 
ers in  the  field  of  alcoholism,  many  of  whom  seem  to  regard  the  etiology 
of  alcohol  problems  as  having  to  be  either  exclusively  biological  or  solely 
learned.  In  fact,  we.  do  not  now,  and  may  not  for  many  years  to  come, 
know  the  true  contributing  causes  to  the  development  of  alcohol  prob- 
lems. Still  more  disturbing  about  the  alcoholism  field,  however,  is  the 
‘intense  energy  often  devoted  to  rigidly  defending  a single  viewpoint  and 
1 insisting  that  the  design  of  human  service  programs  be  consistent  with 
I prevailing  belief  systems,  even  if  this  is  sometimes  done  at  the  expense  of 
!i those  in  need  of  services.  Our  experience  has  found  that  the  disease 

I concept,  as  currently  believed  by  a majority  of  workers  in  the  field, 
relates  only  marginally  to  the  ideas  that  Jellinek  proposed.  Paradoxically, 
the  latter  are  often  wrongly  cited  as  evidence  of  scientific  proof  for 
j arevailing  beliefs.  We  submit  as  an  untestable  “working  hypothesis”  that 
1 Jellinek,  if  he  were  alive  today,  would  probably  be  both  offended  and 
j ippalled  at  the  gross  misuse  of  his  work. 

Throughout  his  book,  Jellinek  showed  concern  that  his  concepts  might  be 
“ 'eified notions  which  he  spoke  of  as  hypotheses  might  be  mistaken, 

I )y  some,  for  proven  facts  rather  than  ideas  in  need  of  scientific  test.  To 
late,  the  disease  concept  in  its  totality  has  had  undeniably  beneficial 
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results.  However,  now  that  a great  many  of  the  sociopolitical  gain 
envisioned  by  Jellinek  have  been  realized,  it  is  time  to  evaluate  th 
potential  benefits  and  disadvantages  of  continuing  the  widespread  belie 
in  a reified  disease  concept.  j 

A large  body  of  available  scientific  evidence  now  appears  to  contradict  vai 
ious  components  of  the  disease  concept,  indicating  that  a new  formulatio 
of  the  nature  of  alcohol  problems  is  necessary.  If  we  revise  our  forme 
notions  about  alcohol  problems  to  be  consistent  with  recent  findings,  doe 
that  mean  we  should  deny  afflicted  individuals  medical  services  or  return  t 
a punitive  approach?  Certainly  not!  Ample  justifications  exist  for  maintair, 
ing  each  of  these  efforts.  Why  then,  should  we  consider  changing  the  pre 
vailing  ideas?  Simply  because  these  ideas  have  a variety  of  implicatiorl 
about  strategies  for  dealing  with  alcohol  problems,  and  moreover,  for  detei 
mining  which  kinds  of  alcohol  problems  receive  any  attention  at  all.  It  i 
becoming  increasingly  clear  that  many  of  these  implications  are  restrictive  i 
nature,  thereby  hindering  innovation  and  perhaps  impeding  the  develop 
ment  of  more  adequate  and  comprehensive  services. 

Within  the  confines  of  this  article,  it  is  not  possible  to  consider  all  of  th^ 
issues  and  evidence  relevant  to  changing  concepts  of  alcohol  problems 
Thus,  we  will  restrict  our  present  discussion  to  a topic  of  intense  contro 
versy-the  reversibility  of  drinking  problems.  The  essential  question  is 
should  the  alternative  to  abstinence  - i.e.  controlled  drinking -be  a legiti 
mate  treatment  objective  for  some  alcohol  dependent  individuals,  or  i: 
abstinence  to  be  considered  the  only  appropriate  treatment  goal  for  al 
individuals  with  alcohol  problems? 


The  Accumulating  Evidence 

There  has  been  a marked  hesitancy  in  the  field  of  alcoholism  research  tc 
accept  evidence  which  is  not  consistent  with  generally  accepted,  althougl 
unsupported,  theoretical  positions.  As  a result  of  such  rigid  adherence  t( 
theoretical  positions,  many  relevant  subject  areas  with  respect  to  th( 
treatment  of  alcohol  dependence  and  evaluating  treatment  outcome  havi 
been  seriously  neglected.  One  of  the  most  neglected  issues  involve: 
reports  of  resumed  non-problematic  drinking  by  persons  previously  identi 
fied  as  alcoholic. 

Before  considering  these  studies,  we  should  recall  that  much  of  Jellinek’: 
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I rationale  for  abstinence  as  the  sole  treatment  goal  for  gamma  and  delta 
K alcoholics  was  based  on  his  hypothesis  that  such  persons  had  reached  a 
5 stage  in  their  development  of  alcoholism  whereby  the  drinking  of  a small 
amount  of  alcohol -i.e.  that  contained  in  one  or  two  drinks -would 
initiate  a physiological  dependence  on  alcohol  which  would  result  in 
^ withdrawal  symptoms  unless  further  alcohol  was  consumed.  Fully  aware 
that  his  hypothesis  was  derived  from  the  retrospi^tive  self-reports  of 
^ recovered  alcoholics,  many  of  whom  were  long-standing  members  of 
lAlcoholics  Anonymous,  Jellinek  cautioned  against  inferring  scientific 
Ifacts  from  these  reports,  stating:  “As  I have  said  before.  Alcoholics 
lAnonymous  have  naturally  created  the  picture  of  alcoholism  in  their  own 
jimage.”  Our  consideration  of  these  issues  is  not  meant  to  either  derogate 
the  fellowship  of  Alcoholics  Anonymous  or  to  persuade  members  to 
■ disaffiliate. 

■'  Numerous  studies  have  recently  demonstrated  that  there  is  no  scientific 
support  for  Jellinek’s  hypothesis  that  physiological  loss  of  control  (i.e.  the 
development  of  physical  dependence)  occurs  as  the  result  of  an  alcoholic 
consuming  simply  one  or  two  drinks.  While  more  than  a dozen  experi- 


ell  qualified 
statements  of 
positive  results  have  increased 
in  frequency  over  the  past  decade, 
and  the  recovered  alcoholics  of  the 
world  have  not  responded  by 
initiating  massive  binges 
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mental  studies  are  in  basic  agreement  that  no  mechanism  of  physic; 
dependence  is  triggered  by  the  initial  few  drinks  an  alcoholic  consume; 
space  limits  our  consideration  to  only  two  of  these  studies. 

In  one  study,  K.  B.  Engle  and  T.  K.  Williams  performed  a direct  test  c 
the  loss  of  control  hypothesis  by  examining  the  effects  of  one  ounce  o‘ 
vodka  on  40  hospitalized  gamma  alcoholics.  For  four  consecutive  days! 
the  subjects  completed  a daily  questionnaire  rating  their  desire  to  drink 
They  were  also  routinely  given  a strongly  flavored  vitamin  mixture  t( 
drink  each  morning.  On  the  fifth  day  of  testing,  half  (20)  of  the  subject 
were  randomly  assigned  to  receive  one  ounce  of  vodka  disguised  in  thei 
vitamin  mixture,  and  the  remaining  half  (20)  received  only  the  vitamii 
mixture.  Then,  a random  half  (10)  of  the  subjects  in  each  of  the  abov 
groups  were  told  that  they  had  received  a solution  containing  one  ounc<i 
of  vodka,  while  the  remaining  subjects  were  not  so  instructed.  On  thi 
day,  all  subjects  were  also  given  an  opportunity  to  request  an  additiona 
drink  if  they  developed  a strong  desire  to  drink.  Interestingly,  the  onl,' 
subject  who  requested  an  additional  drink  was  in  the  group  of  subject 
who  had  received  the  non-alcohol  solution  but  were  told  they  had  beei 
given  an  ounce  of  vodka.  Engle  and  Williams  concluded  that:  “N( 
evidence  was  found  for  a physiological  relation  between  one  drink  o 
alcohol  and  an  increased  desire  for  alcohol  in  the  alcoholic.” 


I! 


Finally,  while  no  evidence  has  been  found  for  the  establishment  o 
physical  dependence  on  alcohol  by  an  alcoholic  who  consumes  a smal 
amount  of  alcohol,  we  should  not  ignore  the  probability  that  for  man)Vi5 
alcoholics  there  might  exist  powerfully  felt  psychological  needs  for  addi-  ^ 
tional  alcohol  after  consuming  a first  drink.  Treatment  implication; 
resulting  from  such  a formulation,  however,  are  considerably  differeni  t 
than  those  suggested  by  a hypothesis  of  physical  dependence  triggered  b}  L 
a small  amount  of  alcohol.  ) 


The  second  study  is  important  because  it  relates  to  a suggested  revision 
of  Jellinek’s  “loss  of  control”  mechanism.  In  1967,  M.  M.  Glatt  pro- 
posed that  this  physiological  mechanism  might  not  be  triggered  by  the 
ingestion  of  simply  one  or  two  drinks  by  an  alcoholic,  but  rather  as  a 
function  of  a critical  blood  alcohol  concentration  threshold  which  would 
vary  somewhat  among  alcoholics.  A given  person’s  ‘‘loss  of  control’’ 
mechanism  would  be  activated  only  if  his/her  specific  blood  alcohol 
threshold  was  surpassed. 


'i 

r 
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aliVhile  many  studies  offer  evidence  against  this  revision,  perhaps  the 
:s, [clearest  refutation  is  found  in  a recent  study  reported  by  Alfonso 
iparedes,  et  al.  In  their  study,  a number  of  gamma  alcoholics  who  had 
!)een  abstinent  for  at  least  two  weeks,  participated  in  an  experiment 
gjvhich  included  drinking  on  two  consecutive  days  to  a maintained  blood 
gfilcohol  concentration  of  0.14  percent  (above  the  level  of  legally  defined 
Irunkenness).  Subjects  did  not  experience  “loss  of  control,”  and  no 
I jwidence  of  physical  dependence  was  reported.  Certainly,  with  continued 
[^drinking  the  process  of  physical  dependence  does  become  a reality,  as 
loes  the  ensuing  alcohol  withdrawal  syndrome. 

:ir 

luifhe  important  lesson  demonstrated  by  these  studies,  however,  is  that  the 
physiological  dependence  process  does  not  occur  as  a result  of  drinking  a 
jjimall  amount  of  alcohol,  or  even  as  a result  of  initially  becoming  drunk, 
jjfhus,  “loss  of  control,”  as  Jellinek  defined  the  term,  does  not  occur  until 
jj  wen  the  gamma  alcoholic  is  well  into  a drinking  bout  (at  least  well  past 
Ij  he  point  of  initial  drunkenness). 

ts 

our  own  work,  we  have  observed  many  gamma  alcoholics  become 
ijjiliuite  inebriated  in  experimental  studies,  even  including  passing  out  from 
||lrinking,  without  developing  physical  dependence. 


Irreversibility:  Are  Drinking  Problems  Permanent? 


ifiDne  of  the  most  entrenched  beliefs  among  workers  in  the  alcoholism  field 
II  s the  idea  that  alcoholism  is  irreversible:  “Once  an  alcoholic,  always  an 
) ilcoholic!”  Essentially,  it  is  felt  that  once  an  individual  who  has  been 
!•  physically  dependent  on  alcohol  stops  drinking,  any  further  drinking  by 
IS  hat  person  can  only  lead  to  a worsening  progression  of  dependence.  One 
il  mplication  of  this  belief  is  that  abstinence  can  be  the  only  feasible  and 
liJthical  treatment  objective  for  both  alcoholics  and  anyone  considered  to 
l)e  en  route  to  becoming  an  alcoholic.  There  is  evidence  contradicting  this 
)elief  and  arguments  for  and  against  changing  prevailing  concepts. 


i 


i.  \ considerable  number  of  studies  examining  the  effects  of  experimental 
ji  ntoxication  have  been  conducted  at  various  locations  throughout  the 
j LJ.S.  Most  of  these  studies  have  used  chronic  gamma  alcoholics  as 
(j  subjects.  They  have  unanimously  and  overwhelmingly  demonstrated  that, 
’ vithin  an  experimental  environment,  alcoholics  can  repeatedly  consume 
)|  noderate  amounts  of  alcohol  without  developing  either  loss  of  control 
Dver  their  drinking  or  physical  dependence. 
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t is  not  surprising  that  persons 
who  believe  very  deeply  in  traditions 
concepts . . . have  known  very  few  patients  wh 
contradicted  their  beliefs 


Of  course,  we  must  also  consider  whether  this  type  of  demonstration 
possible  outside  of  the  laboratory  setting.  Here  the  evidence  is  as  compe 
ling  as  its  prior  neglect  is  curious.  We  have  found  more  than  60  tot: 
studies  which  have  reported  that  some  alcoholic  individuals  have  succes 
fully  resumed  some  type  of  non-problematic  moderate  drinking.  A nun 
ber  of  characteristics  of  these  studies  are  of  interest. 


ai 


bs 


First,  there  were  stringent  criteria  for  inclusion.  For  instance,  studi 
where  the  researchers  had  not  determined  whether  former  patients  ha 
been  engaging  in  any  form  of  drinking  other  than  drunkenness  could  n( 
even  be  considered  for  inclusion  in  the  table.  This  is  the  all  too  frequei 
and  grossly  inadequate  type  of  study  which  simply  asks  patients:  “Hav 
you  been  drunk  since  you  left  treatment?”  - or  similar  kinds  of  question 
As  a result,  the  drinking  outcome  results  are  usually  categorized  as  eith(  i 
“sober”  or  “drunk.”  However,  most  persons  clinically  experienced  ir 
alcoholism  treatment  will  readily  acknowledge  that  many  alcoholics  appl 
a vastly  different  interpretation  to  being  asked  whether  they  have  bee 
“drunk,”  as  compared  to  whether  they  have  “had  anything  to  drink. 
Oversimplifying  treatment  outcome  into  dichotomous  categories,  such 
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■‘drunk”  and  “sober,”  is  one  of  the  unfortunate  consequences  of  our  so 
dogmatically  embracing  the  concept  of  irreversibility. 

iln  any  event,  given  that  many  studies  have  not  even  looked  for  a return 
|lo  non-problematic  drinking  as  a possible  outcome,  the  sheer  bulk  of 
more  than  five  dozen  positive  studies  is  substantial.  It  is  totally  inconsist- 
ent with  the  spirit  of  Jellinek’s  work  that  such  a collection  of  evidence  be 
ignored  or  discounted,  as  it  has  been  by  many  in  this  field. 

It  is  also  of  great  significance  that  in  the  majority  of  these  studies,  the 
oatients  are  specifically  identified  as  being  gamma  type  alcoholics;  that  is, 
laving  definitely  demonstrated  a loss  of  control  over  drinking.  Perhaps 
;he  most  interesting  aspect  of  this  phenomenon  is  that  more  than  50  of 
hese  studies  reported  follow-up  from  traditional  abstinence-oriented 
reatment  programs.  Surely,  these  authors  cannot  be  accused  of  finding 
reatment  outcomes  to  match  their  preconceptions  or  expectations. 
Indeed,  the  opposite  was  often  the  case,  with  some  authors  almost 
I ipologizing  for  reporting  such  results. 

\mong  the  60-plus  studies  reporting  a successful  return  to  drinking  by 
ilcoholics,  a few  report  fairly  high  percentages  of  alcoholics  achieving 
I >uch  an  outcome.  Most  of  these,  however,  were  specifically  designed 
I’esearch  investigations  exploring  the  use  of  controlled  drinking  as  a viable 
'j  reatment  goal  for  some  alcohol  dependent  individuals.  One  of  our  own 
. studies  which  used  this  explicit  treatment  goal  for  some  alcoholics  will  be 
’’examined  in  greater  detail. 

i:lrhat  study  was  conducted  while  we  were  employed  at  Patton  State 
Hospital  in  California.  The  subjects  were  70  male,  gamma  alcoholics,  all 
3f  whom  had  voluntarily  admitted  themselves  to  the  hospital  for  treat- 
ment of  alcoholism.  Additionally,  all  had  volunteered  to  serve  in  the 
'esearch  project.  All  of  these  men  had  a history  of  having  experienced 
OSS  of  control  and  withdrawal  symptoms  of  some  severity,  and  all 
.ypically  had  multiple  prior  alcohol-related  arrests  and  hospitalizations. 

First,  a subject  was  screened  for  medical  and  psychiatric  problems  and 
nterviewed  in-depth.  He  was  then  assigned  to  a treatment  goal  of  either 
controlled  drinking  or  non-drinking  (abstinence),  depending  upon  which 
vas  judged  most  appropriate  for  his  case  (the  goal  most  likely  to  be 
ittained  and  maintained  by  the  individual).  Within  each  of  the  two 
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he  proliferation  of  misieading 
information,  either  by  intent  or 
misquotation,  has  been  rampant  in  the 
aicohoiism  field 


by 
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treatment  groups  - controlled  drinking  and  non-drinking  - subjects  wer^ 
randomly  assigned  to  either  a control  group  receiving  only  the  conven- 
tional state  hospital  treatment  (oriented  toward  abstinence)  or  to  an 
experimental  group  receiving  17  experimental  treatment  sessions  in  addi- 
tion to  the  conventional  treatment.  Thus,  as  appears  in  Figure  1,  (page  28) 
there  were  four  experimental  conditions. 

Only  the  controlled  drinker  experimental  group  received  treatment  ori- 
ented toward  controlled  drinking.  Treatment  goal  decisions  of  controlled 
drinking  were  usually  based  on  the  criteria  that  some  form  of  non- 
problematic, limited  drinking  was  desired  by  the  patient,  that  the  patient 
could  reasonably  be  expected  to  learn  new  drinking  behaviors,  and  that 
the  environment  the  patient  would  return  to  after  hospitalization  would 
tend  to  be  supportive  and  conducive  to  limited  drinking.  At  no  time  was 
a patient’s  request  for  a treatment  goal  of  abstinence  ever  denied. 

The  specific  experimental  treatment  sequence  was  quite  complex  and  is 
described  in  detail  elsewhere  (Individualized  Behavior  Therapy  for  Alco- 
holics, Behavior  Therapy,  1973,  4,  49-72).  We  will  sim'ply  highlight 
some  of  the  major  procedures  and  results.  The  rationale  for  the  study  was 


based  on  a “working  hypothesis”  - an  assumption  in  need  of  experimen- 
tal test -that  heavy,  abusive,  dependent  drinking  could  be  considered  to 
be  a behavior  which  occurs  in  selective  and  definable  situations  and  is 
acquired  and  maintained  primarily  as  a result  of  its  consequences.  This 
hypothesis  was  based  on  the  findings  of  earlier  studies  conducted  by 
ourselves  and  others. 

Irrespective  of  the  subject’s  assigned  treatment  goal,  the  experimental 
treatment  sessions  included  dealing  directly  with  drinking  behavior,  tai- 
loring the  treatment  as  specifically  as  possible  to  meet  each  individual’s 
needs,  and  a strong  emphasis  on  helping  the  patient  to  identify  the 
functions  of  excessive  drinking  and  develop  alternative,  more  beneficial 
ways  of  dealing  with  those  situations. 

The  only  difference  in  treatment  between  the  non-drinker  and  controlled 
drinker  experimental  groups  was  that  the  controlled  drinker  subjects  were 
trained  in  methods  of  non-problematic  drinking  and  allowed  to  practise 
these  behaviors  during  sessions.  On  the  other  hand,  while  non-drinker 
subjects  were  allowed  to  actually  consume  drinks,  they  were  instructed 
that  this  was  inappropriate. 


e submit . . . that 
Jellinek,  if  he 
were  alive  today,  would  probably  be  both  offended 
and  appalled  at  the  gross  misuse 
of  his  work 


: 

A minor  element  of  this  training,  but  one  which  often  gets  singled  out  for 
attention,  was  the  use  of  mild  electric  shock  (i.e.  3 milliamperes)  avoid- 
ance contingencies  in  the  training  of  drinking  behaviors.  For  instance, 
non-drinker  subjects  received  an  average  of  only  4.07  shocks  throughout 
the  entire  treatment,  and  controlled  drinker  subjects  received  an  average: 
of  only  1.50  shocks.  While  the  use  of  shocks  appears  to  have  been 
relatively  immaterial  in  affecting  the  subjects’  drinking  behavior,  it  is 
possible  that  the  threat  of  shocks  may  have  functioned  in  a way  so  as  to 
encourage  subjects  to  resist  temptations  to  drink  inappropriately. 

The  remainder  of  the  treatment  program  consisted  of  several  procedures 
intended  to  provide  the  subjects  with  better  ways  of  coping  or  dealing 
with  situations  which  might  trigger  future  excessive  drinking.  In  nearly  all 
of  these  sessions,  alcoholic  beverages  were  available  to  the  subjects  (a 
simulation  of  part  of  the  environment  to  which  all  subjects  would  return 
after  hospitalization). 

Briefly,  the  sequence  included: 

(1)  Sessions  where  the  subject  became  drunk  in  an  experimental  bar  setting 
and  was  videotaped  while  drunk.  While  the  videotape  of  drunken  behavior 
was  primarily  used  in  self-confrontation,  we  did  take  advantage  of  the  sub- 
ject’s sedation  and  familiarity  with  the  drunken  situation  to  probe  for  stimu- 
lus material  which  would  be  useful  in  later  treatment  sessions.' 

(2)  Early  in  the  treatment  phase,  subjects  were  given  instructions  on  how 
to  discriminate  between  abusive  and  non-abusive  drinking  patterns,  the 
rationale  for  the  treatment  program  was  explained,  and  subjects  were 
taught  and  practised  techniques  for  resisting  social  pressures  to  drink. 

(3)  The  vast  majority  of  sessions  can  be  summarized  as  “behavior xhange 
training  sessions.” 

■ 

Basically,  the  “behavior  change  training  sessions”  incorporated  a four-stage 
procedure: 

(1)  Problem  Identification  ~s\xh]QQXs  were  first  trained  in  ways  to  identify 

specific  circumstances  and  events  which  had  been  or  were  likely  to  result  in 
future  abusive  drinkins:  '■  , 

(2)  Alternative  Responses  to  Drinking -s\xb']QCis>  were  assisted  in  generat- 
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ith  any  goal,  a week, 
a month,  or  years  of 

successful  functioning  are  just  that,  and  we  need 
not  diminish  their  significance  by  suggestions 
that  we  are  simply  biding  time  waiting  for 
the  flood 


ing  a series  of  possible  alternative  ways  of  responding  to  problem  situa- 
tions; 


(3)  Evaluation  of  Alternatives -suh]QQis  learned  how  to  evaluate  each  of 
the  potential  alternatives  for  their  probable  consequences,  with  an 
emphasis  on  long-term  effects; 

(4)  Exercising  the  Best  Alternative -TmaWy  and  most  important,  subjects 
actually  practised  exercising  the  alternative  response  which  could  reason- 
ably be  expected  to  incur  the  fewest  self-destructive  long-term  conse- 
quences. Various  procedures  and  behavioral  techniques,  specific  to  each 
individual  case,  were  used  to  accomplish  this  last  objective. 

Just  recently,  we  finished  gathering  two-year  complete  follow-up  data  on 
69  of  the  70  subjects.  The  information  was  obtained  at  three  to  four 
week  intervals  and  included  measures  of  drinking  behavior  and  several 
other  adjunctive  measures  of  life  functioning.  Because  our  resources 
limited  us  to  using  a single  and  skilled  follow-up  interviewer,  we  have 
relied  heavily  on  corroborating  the  subjects’  self-reports  by  reports  from 
collateral  sources,  such  as  families,  employers,  and  friends,  and  by 
obtaining  a great  deal  of  corroborating  information  from  official  docu- 
ments such  as  rap  sheets,  driver  records,  hospital  records,  etc.  In  consid- 
ering the  outcome  of  this  study,  we  will  focus  on  drinking  behavior  as  a 
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measure,  although  the  results  for  the  other  measures  generally  paralleled 
the  drinking  measure  very  closely. 


III 
KF 

Multiple  treatment  evaluation  measures  were  used  because  many  studies; 
have  demonstrated  that  while  changes  in  drinking  behavior  are  frequently  ! 
associated  with  changes  in  other  aspects  of  life  function,  this  is  not  always 
the  case.  For  instance,  it  is  possible  for  an  alcoholic  to  become  totally 
abstinent  with  regard  to  alcohol,  but  to  simultaneously  manifest  a psy- 
chotic condition  or  poor  social  functioning. 

Follow-up  contacts  were  conducted  at  three  to  four  week  intervals 
because  a daily  drinking  disposition  measure  was  used  to  assess  drinking 
behavior.  As  discussed  earlier,  a drinking  behavior  measure  of  “sober- 
drunk”  is  totally  inadequate  for  evaluating  the  treatment  outcome  of 
alcoholism  programs.  For  this  study,  a subject’s  daily  drinking  disposition 
on  any  given  day  could  be  categorized  as  either:  abstinent  - no  drinking; 
controlled  drinking  - consumption  of  six  ounces  or  less  of  86-proof  liquor 
or  its  equivalent  in  alcohol  content;  drunk  - consumption  of  more  than 
six  ounces  of  86-proof  liquor  or  the  equivalent  in  alcohol  content;  hospi- 
tal incarceration  for  alcohol-related  problems;  or  jail  incarceration  for 
alcohol-related  reasons.  Subjects  were  neither  aware  of  the  specific  days 
we  selected  for  follow-up  contacts,  nor  of  the  criteria  we  used  to  evaluate 
drinking  behavior.  When  contacted,  they  were  always  asked  whether  they 
had  had  anything  to  drink  since  the  time  of  the  last  follow-up  contact 
(approximately  21  to  30  days)  and,  if  so,  on  how  many  days  they  drank 
any  alcohol  and  how  much  was  consumed  on  each  day. 


k 


There  are  several  studies  which  demonstrate  that  an  18-month  follow-up 
evaluation  period  is  sufficient  to  obtain  fairly  stable  group  differences  in 
treatment  outcome.  However,  this  in  no  way  means  that  some  individuals 
may  not  later  improve  and  others  deteriorate,  but  simply  that  these 
fluctuations  average  out,  and  that  the  differences  between  groups  remain 
relatively  constant. 
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The  follow-up  results  of  our  study  found  that  the  controlled  drinker 
experimental  subjects  functioned  significantly  better  than  the  controlled 
drinker  control  subjects  over  the  entire  two-year  period.  Non-drinker 
experimental  subjects  functioned  significantly  better  than  their  respective 
controls  during  the  first  year  of  follow-up,  but  this  difference  narrowed 
during  the  second  year  and  was  not  statistically  significant. 
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I We  cannot  ignore  the  fact  that  the  vast  majority  of  the  controlled  drinker 
experimental  subjects  successfully  practised  controlled  drinking  without 
experiencing  a loss  of  control.  Further,  the  controlled  drinker  experimen- 
tal subjects  also  engaged  in  the  largest  number  of  totally  abstinent  days  of 
all  subjects,  spending  about  65  percent  of  all  days  in  that  drinking 
disposition.  This  is  important,  because  it  is  easy  to  be  confused  by  the 
arbitrary  scientific  criterion  of  specifying  six  ounces  per  day  as  an  upper 
limit  for  defining  controlled  drinking.  First  of  all,  controlled  drinking  as 
; it  was  practised  by  the  subjects  was  explicitly  not  daily  drinking  but 
typically  was  a pattern  of  drinking  either  two  or  three  times  per  week,  or 
one  or  two  times  per  month.  Furthermore,  while  it  is  true  that  the 
arbitrary  criterion  would  have  technically  categorized  a pattern  of  drink- 
ing six  drinks  each  day  as  a “controlled”  pattern,  this  type  of  profile  did 
not  occur  for  any  subject. 

; A typical  drinking  profile  for  controlled  drinking  experimental  subjects 
depicts  them  as  either  drinking  one  or  two  mixed  drinks  or  beers  two  to 
1 three  times  per  week,  usually  at  night  in  their  homes  and  with  others 
present,  or  else  choosing  a few  select  occasions  per  month  to  have  one  or 
two  cocktails.  The  continued  functioning  status  of  these  subjects  is  of 
il  some  interest,  and  a third-year  follow-up  evaluation  of  their  functioning 
:|  has  been  conducted  by  independent  investigators  and  is  currently  being 
' analyzed. 

I The  third-year  study,  which  consisted  of  one-time  interviews  with  both 
subjects  and  their  collaterals  near  the  end  of  their  third  year  of  follow-up, 
had  three  basic  objectives:  to  determine  whether  the  monthly  follow-up 
contacts  may  have  functioned  as  a continuing  care  mechanism  for  all 
subjects;  to  provide  data  on  the  subjects’  third-year  functioning  status; 
and  to  serve  as  a rough  confirmation  of  the  initial  two-year  result's. 

1 ! While  we  have  described  this  study  in  some  detail,  it  is  only  one  of  a 
growing  number  of  reports  to  be  found  in  the  literature.  Admittedly,  it 
represents  perhaps  the  most  powerful  test  performed  to  date  of  the 
r irreversibility  notion.  But  in  this  test,  and  in  more  than  60  others,  that 
] notion  has  been  found  to  be  invalid  as  a general  statement  about  the 
r factual  nature  of  alcoholism. 

j This  is  not  intended  in  any  way  to  say  that  the  entire  alcoholism 
treatment  community  should  immediately  turn  its  full  attention  to  other 
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than  abstinence  goals,  but  the  implications  of  this  evidence,  taken  as  a 
whole,  are  clear.  First,  a realistic  perspective  requires  an  acceptance  that 
at  least  some  of  these  findings,  especially  those  arising  from  controlled 
studies,  have  a certain  amount  of  validity.  Thus,  it  is  apparent  that  at 
least  some  alcoholics  have  the  potential  to  drink  in  a non-problematic 
manner  after  treatment. 
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This  is  not  an  issue  to  be  decided  by  belief,  personal  anecdote,  or 
politics.  It  is  already  a reality  and  a continuing  life  pattern  for  some 
individuals.  The  only  debatable  question  is  whether  or  not  we  should 
consider  such  instances  to  be  freak  occurrences  and  the  legitimization 
of  an  alternative  to  abstinence  as  heresy  against  tradition,  or  whether  more 
persons  might  be  better  served  by  changing  an  intransigent  tradition.  This 
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topic  is  of  such  importance  that  we  should  consider  in  greater  depth  some  of 
the  arguments  both  for  and  against  such  a change. 


Acknowledging  Reality 

In  the  past,  when  reports  of  former  alcoholics  resuming  non-problematic 
drinking  appeared  in  the  literature,  they  were  either  ignored  or  soon 
followed  by  an  abundance  of  published  criticisms  meant  to  call  those 
results  into  question.  Three  of  these  criticisms  warrant  only  our  cursory 
attention. 


First,  it  was  suggested  that  since  these  reports  could  not  be  correct,  the 
investigators  reporting  such  results  must  not  have  studied  “true  alcohol- 
ics.” As  has  been  mentioned  earlier,  the  majority  of  more  than  60 
published  reports  directly  contradicts  such  assertions. 


A second  and  related  argument  was  that  because  resumed  non-abusive 
drinking  was  not  consistent  with  prevailing  concepts,  individuals  capable 
of  resuming  drinking  would  have  to  be  categorized  as  “pseudoalcohol- 
ics.” This  course  of  action  was  recommended  even  though  it  was 
acknowledged  that  in  most,  if  not  all,  cases  such  a determination  would 
have  to  be  made  after  the  fact.  Such  a post  hoc  procedure  would  have  no 
therapeutic  utility  and  would  simply  serve  to  label  all  such  cases  as 
“exceptions.”  Thus,  it  is  hardly  surprising  that  this  suggestion  has  not 
been  taken  seriously.  However,  the  fact  that  such  a recommendation  was 
even  published  in  a scientific  journal  is  indicative  of  the  heed  felt  by 
some  persons  in  this  field  to  preserve  traditional  concepts  at  all  costs. 
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Finally,  another  frequently  cited  claim  is  that  evidence  of  successfully 
I resumed  drinking  is  contradictory  to  the  personal  experience  of  many 
professionals.  It  is  not  surprising  that  persons  who  believe  very  deeply  in 
traditional  concepts,  and  constantly  admonish  patients  about  the  futility 
’ and  impending  disaster  which  would  follow  if  they  should  ever  attempt  to 
drink  again,  have  known  very  few  patients  who  contradicted  their  beliefs. 
One  physician,  commenting  in  this  vein,  remarked  that  after  treating 
thousands  of  cases,  she  had  never  witnessed  a resumed  drinking  recovery; 

(however,  she  was  quick  to  add  that  since  she  had  never  had  the  time  to 
follow  up  persons  whom  she  had  treated,  she  could  not  be  certain  that 
such  outcomes  did  not  occur. 

One  of  the  typical  ironies  of  this  field  is  that  both  professionals  and 
paraprofessionals  treat  vast  numbers  of  patients  without  bothering  to 
evaluate  their  efforts.  Further,  it  is  characteristic  but  also  disconsolate 
that  little,  if  any,  published  commentary  has  questioned  how  professionals 
and  programs  can  treat  and  continue  to  treat  “thousands  of  patients” 
without  reviewing  the  results  of  their  efforts.  In  a field  where  treatment  is 
notoriously  mediocre,  there  can  be  little  justification  for  complacency. 
Evaluations  of  both  our  treatment  successes  and  failures  could  provide 
valuable  input  for  strengthening  current  treatment  programs. 


he  social  stigma  of  being  an 
alcoholic  is  severe  on  this  continent. 
But  if  there  is  a condition  which 
carries  even  more  of  a social  stigma,  it  is 
being  ‘an  alcoholic  who  thinks  he  can  drink 
without  getting  into  trouble’ 


Other  more  subtle  criticisms  of  alternatives  to  abstinence  suffer  from 
confusions  of  logic.  For  instance,  when  discussing  resumed  non- 
problematic drinking  by  former  alcoholics,  it  is  often  asserted  that:  “Oh 
sure.  I’ve  seen  persons  do  that  for  weeks,  months,  even  many  years,  but 
sooner  or  later  they  get  drunk.”  This  argument  can  be  related  to  Jelli 
nek’s  progression  of  alcoholism  which  considers  the  early  stages  to 
include  periods  of  control  over  drinking  which  then  become  less  and  less 
frequent  as  the  individual  continues  to  drink.  Of  course,  such  “relapses” 
do  occur,  but  their  interpretation  is  open  to  considerable  question. 


First,  it  has  already  been  mentioned  that,  in  a large  number  of  cases 
persons  who  have  resumed  non-problematic  drinking  meet  Jellinek’s  cri-  fee 
teria  as  having  a very  advanced  history  of  alcoholism — gamma  type. 


Second,  we  should  not  ignore  the  fact  that  it  is  seldom  the  case  that  an 
individual  becomes  permanently  abstinent  simply  as  a result  of  treatment. 
Our  point  is  that  we  have  all  known  many  alcoholics  who  were  able  to 
maintain  abstinence  for  weeks,  months,  even  years,  only  to  eventually 
“slip”  and  become  drunk  again.  When  abstinence  is  the  treatment  goal 
and  a patient  experiences  a “slip,”  this  does  not  necessarily  imply  that 
the  treatment  goal  of  abstinence  is  inappropriate  and  should  be  dis- 
carded. Similarly,  it  should  be  expected  that  some  individuals  treated 
with  controlled  drinking  objectives  may  at  times  reacquire  excessive 
drinking  patterns.  Such  excessive  drinking  should  certainly  not  be  con- 
doned, but  neither  would  its  occurrence  indicate  that  a change  in  treat- 
ment goal  is  necessary.  Controlled  drinking,  when  competently  used,  can 
be  considered  as  a treatment  goal  in  the  same  way  that  other  behavior 
changes  can  be  considered  as  the  fulfillment  of  treatment  goals.  With  any 
goal,  a week,  a month,  or  years  of  successful  functioning  are  just  that, 
and  we  need  not  diminish  their  significance  by  suggestions  that  we  are 
simply  biding  time  waiting  for  the  flood. 

Still  another  oft-cited  objection  to  the  publishing  of  reports  that  some 
alcoholics  have  resumed  drinking  in  a problem-free  manner  is  that  public 
knowledge  of  such  events  will  somehow  encourage  thousands,  indeed 
millions,  of  alcoholics  to  initiate  self-experimentation,  thus  presumably 
resulting  in  a drinking  binge  of  epidemic  proportions.  In  part,  this 
objection  is  valid.  That  is,  rash  and  indiscreet  statements  about  the 
probability  of  attaining  successful  controlled  drinking,  and  the  methods  by 
which  this  would  be  accomplished,  would  be  likely  to  produce  unfortun- 
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late  consequences.  However,  the  researchers  who  have  conducted  this 
I work  have  typically  not  made  rash  or  indiscriminate  statements.  In  fact, 
i well-qualified  statements  of  positive  results  have  increased  in  frequency 
over  the  past  decade,  and  the  recovered  alcoholics  of  the  world  have  not 
responded  by  initiating  massive  binges.  This  reflects  well  on  the  strength 
of  their  recovery.  

One  is  reminded,  in  considering  this  criticism,  of  a recent  statement  by 
Dr.  Morris  Chafetz,  director  of  the  U.S.  National  Institute  of  Alcohol 
Abuse  and  Alcoholism.  He  alluded  to  an  “ugly  paternalism”  in  the 
I attitude  towards  the  alcoholic  by  many  working  in  the  field,  as  well  as 
I the  public.  He  stated  that:  “They  (the  workers)  think  they  (the  alcohol- 
j ics)  are  little  children,  regardless  of  what  they  say,  who  must  be  carried 
i by  the  hand,  while  the  good  white  fathers  and  mothers  tell  them  what  is 
right  and  protect  them  from  the  facts,  because  they  can  be  so  easily 
seduced  into  their  wayward  ways,  while  waving  the  flag  of  disease  and 
illness.”  Dr.  Chafetz  is  reported  to  have  summarized  his  comments  by 
saying  that:  “They  (workers  in  the  field)  have  no  respect  for  them  (the 
alcojiolics).” 

Paradoxes  abound  in  the  alcoholism  field,  and  not  the  least  of  these  is 
. that  it  is  usually  the  same  individuals  who  loudly  proclaim  that  one  of 
their  major  objectives  is  to  remove  the  moral  stigma  of  “weak  willpower” 
and  “weak  personality”  from  alcoholics,  who  themselves  would  not  trust 
the  alcoholic  to  have  access  to  the  facts  about  his  disorder. 

There  are  a multitude  of  further  questions  and  issues  which  the  field 
> must  ready  itself  to  address,  but  space  does  not  permit  their  elaboration 
here.  One  brief  example  is  that  we  have  no  idea  how  many  alcoholics, 
believing  that  one  drink  will  institute  a binge,  either:  continue  to  drink 
because  they  feel  they  must  do  so  (a  self-fulfilling  prophecy);  or  begin  to 
question  the  seriousness  of  their  drinking  problem  because  they  are  able 
to  consume  one  or  two  drinks  without  physically  needing  to  continue 
drinking. 

Certainly  it  would  seem  more  beneficial  to  explain  to  individuals  who 
have  participated  in  abstinence-oriented  treatment  programs  that,  while 
ingestion  of  an  initial  drink  would  not  physiologically  induce  them  to 
continue  to  drink,  there  are  many  reasons  why  continued  drinking  might 
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actually  result  from  such  experimentation.  Thus,  while  they  are  not 
advised  to  flirt  with  danger,  they  should  also  know  that  if  they  do  decide 
to  drink,  the  decision  to  take  the  first  drink,  second  drink,  and  every 
drink  thereafter  was  their  own -just  as  they  could  make  the  decision  to 
stop  after  one  or  two  drinks,  to  seek  immediate  treatment,  or  to  take 
Antabuse,  instead. 
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One  of  the  most  curious  inconsistencies  in  the  field  of  alcoholism  is  that 
while  public  statements  about  resumed  drinking  by  alcoholics  are  fre 
quently  debased -for  instance,  the  U.S.  National  Council  on  Alcoholism 
recently  issued  a press  release  dubbing  such  statements  as  “misleading 
and  dangerous” -the  same  kind  of  attention  is  rarely,  if  ever,  paid  to 
injudicious  public  statements  about  alcoholism  which  are  either  exagger- 
ated fears  or  totally  lacking  an  evidential  base.  For  example,  consider 
some  of  the  public  statements  which  are  typical  of  the  field  and  which 
receive  no  noticeable  questions  or  criticism: 


m 


1.  The  May  11,  1974,  National  Observer  reported  that  “the  govern- 
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ew  health  problems  can  be  found 
where  persons  profess  such  an 
inadequacy  of  knowledge  and  are  yet  so 
unwilling  to  tolerate  new  ideas 
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merit’s  top  authority  on  alcoholism  . . . (estimates) . . . that  450,000  grade 
school  children  and  teenagers  actually  are  alcoholics"'  (italics  added). 
This  kind  of  problem  drinking  by  adolescents  is  in  no  way  differentiated 
from  that  of  Jellinek’s  gamma  type  alcoholics. 

12.  A recent  film,  “Boozers  and  Users,’’  presented  as  factual  information 
that  there  are  “an  estimated  half  million  teenage  alcoholics.^This  state- 
j ment  follows  pictorial  references  which  make  it  quite  clear  that  what  is 
meant  are  children  who  have  intensely  serious  drinking  problems.  Corro- 
borating scientific  data  for  such  claims  is  lacking  and  they  should  be 
seriously  qualified. 

3.  In  an  April  22,  1974  cover  story.  Time  magazine  talks  of  a plague  of 
alcoholism  among  youths,  including  some  anecdotal  case  histories  which 
seem  to  imply  that  skid  row  is  knocking  at  the  doors  of  our  grade 
schools. 

4.  In  the  July  I,  1974  issue  of  The  Journal,  a pharmacologist  is  reported 
to  have  told  a professional  conference  that:  “If  an  alcoholic  or  a 
[recovered  alcoholic  should  swallow  some  . . . mouthwash,  he  or  she  may 
once  again  get  back  on  the  use  of  alcohol  - and  frequently  does.’’ 

5.  The  Prevent  Alcohol  Problems  Association  proclaims  in  literature 
'distributed  at  many  professional  alcoholism  meetings,  that:  “It  is  a sin 
against  God  and  man  to  drink,”  and  provides  supplementary  distorted 
and  fear-inducing  materials  titled  “Brain  damage  starts  with  the  first 
drink.” 

5.  The  widely-known  film,  and  former  television  production,  “Bourbon 
jin  Suburbia,”  refers  to  alcoholism  as  being  what  “medical  research  calls  a 
[genetic  disease.” 

I The  point  of  the  above  material  is  that  the  proliferation  of  misleading 
I information,  either  by  intent  or  by  misquotation,  has  been  rampant  in 
^:he  alcoholism  field.  It  is  disturbing  when  no  voices  are  raised  in  critical 
I anger  at  these  instances  of  poor  judgment  and  public  statement  of  non- 
! 'actual  materials.  At  this  time,  belaboring  further  blatant  paradoxes  of 
i :urrent  thinking  in  the  alcoholism  field  would  serve  little  function  other 
I ;han  to  emphasize  the  conceptual  confusion  upon  which  we  design  treat- 
! nent  efforts.  However,  one  last  important  paradox  will  be  mentioned. 


his  is  not  an  issue  to  be  decided 
by  belief,  personal  anecdote,  or 
politics.  It  is  already  a reality  and  a 
continuing  life  pattern  for  some 
individuals 


On  the  one  hand,  it  is  almost  as  though  no  evidence  of  controlled 
drinking  by  alcoholics  is  sufficient  or  will  be  sufficient  to  warrant 
reconsideration  of  basic  assumptions  about  the  nature  of  alcoholism.  On 
the  other  hand,  although  traditional  concepts  have  neither  produced  good 
track  records  nor  been  supported  in  controlled  research  studies,  we  are 
told  that  these  concepts  should  not  be  changed  simply  because  they  havej 
not  yet  been  definitely  disproven.  In  one  case,  no  amount  of  positive 
evidence  is  enough;  in  the  other  case,  no  amount  of  negative  evidence  is 
enough.  In  the  end,  it  is  the  alcoholic  who  suffers. 


Legitimizing  an  alternative  to  abstinence  - i.e.  controlled  drinking -as  a 
viable  treatment  objective  for  some  patients  should  not  imply  that  it  is 
appropriate  for  all  or  even  most  alcoholics.  Additionally,  it  does  not  | 
imply  that  all  or  even  most  persons  working  in  the  field  of  alcoholism  , 
treatment  can  be  equipped  to  pursue  this  goal  with  patients.  Like  any 
other  kind  of  therapeutic  procedure,  it  should  only  be  used  by  trained  . 
individuals,  aware  of  the  methodology,  benefits,  danger-  signals,  and  . 
limitations  of  such  an  approach.  Therefore,  for  the  present  time,  such  j 
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treatment  goals  should  only  be  pursued  as  the  target  of  specifically 
designed  treatment  programs. 

While  considering  this  topic,  however,  let  us  examine  the  same  question 
from  another  standpoint.  How  many  persons  consistently  deny  that  they 
have  a drinking  problem,  until  they  have  truly  developed  a serious 
physical  dependence  on  alcohol,  and  is  this  denial  based  on  a resistance 
to  being  immediately  and  irrevocably  condemned  to  abstinence  for  life?  It 
is  not  uncommon  for  workers  in  the  field  of  alcoholism  to  attribute  the 
failure  of  clients  to  stay  involved  in  treatment  to  the  patient  “lacking 
motivation”  or  “not  being  ready  to  change.”  Might  a lack  of  motivation 
often  simply  reflect  the  rigidity  of  our  own  ideas  or  our  own  inabilities  to 
adequately  treat  alcoholics?  If  we  truly  have  a greater  interest  in  helping 
persons  with  alcohol  problems  than  in  serving  our  personal  agenda,  then 
it  is  time  these  questions  were  given  some  consideration. 

Currently,  we  do  not  know  what  proportion  of  alcoholics  could  manage 
to  engage  in  a limited  amount  of  drinking,  under  appropriate  low  risk 
conditions,  and  as  the  result  of  a specifically  designed  treatment  program. 
Dr.  Griffith  Edwards  in  England  has  pointed  out  that  it  is  possible  that 
the  best  candidates  for  a controlled  drinking  goal  may  in  many  cases 
include  the  same  persons  who  are  also  excellent  candidates  for  absti- 
nence, or  for  any  treatment.  Long-term  abstinence  is  a difficult  goal  to 
achieve,  as  documented  in  the  history  of  alcoholism  treatment.  Perhaps 
those  who  are  most  immediately  and  permanently  able  to  achieve  this 
goal  may  also  be  those  who  are  best  suited  to  achieve  any  goal?  Such 
questions  can  only  be  answered  by  controlled  research.  However,  at  this 
time  there  are  a great  many  reasons  why  an  individual  who  has  had 
significant  drinking  problems  would  not  want  it  to  be  known  if  he  or  she 
were  able  to  resume  drinking  in  a controlled  manner.  The  social  stigma 
of  being  an  “alcoholic”  is  severe  on  this  continent.  But  if  there  is  a 
condition  which  carries  even  more  of  a social  stigma,  it  is  being  “an 
alcoholic  who  thinks  he  can  drink  without  getting  into  trouble.” 

We  are  personally  aware  of  two  cases  like  this  where  even  though  the 
patients’  presenting  complaints  were  totally  unrelated  to  the  consumption 
of  any  alcohol,  all  physical  problems  they  suffered  were  implied  by  their 
physicians  as  resulting  from  their  drinking.  More  incredulous  is  the 
example  of  a long-time  family  physician  and  recovered  alcoholic  who  not 
only  refused  to  treat  a patient  of  his  who  had  for  more  than  three  years 
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successfully  resumed  drinking  in  a non-problematic  fashion,  but  also 
refused  to  further  treat  any  of  that  patient’s  family.  In  this  and  the  other 
cases,  it  is  not  surprising  that  the  recovered  and  drinking  individual 
might  be  reluctant  to  tell  others  about  past  drinking  problems. 

There  has  been  a great  deal  of  speculation  about  the  “hidden”  alcoholic. 
It  is  ironic  that  our  popular  conceptions  may  simultaneously  also  encour- 
age a great  many  persons  to  be  “hidden  ex-alcoholics.”  Only  if  it 
becomes  publicly  acceptable  for  some  persons,  no  matter  how  small  a 
minority,  to  recover  from  serious  drinking  problems  and  return  to  drink- 
ing in  a controlled  fashion,  will  we  be  able  to  determine  with  any  validity 
what  proportion  of  persons  are  capable  of  achieving  this  goal,  and  the 
characteristics  of  this  population. 
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A Neglected  Population 

To  this  point,  our  discussions  have  focused  on  reasons  for  legitimizing 
alternatives  to  abstinence  for  some  alcohol  dependent  individuals.  How-  I'lo 
ever,  it  is  becoming  apparent  that  this  whole  issue  is  much  broader,  and 


n one  case,  no  amount  of 
positive  evidence  is  enough; 
in  the  other  case,  no  amount  of 
negative  evidence  is  enough.  In  the  end, 
it  is  the  alcoholic  who  suffers 
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that  concentrating  solely  on  the  treatment  of  chronic  alcoholics  is  not 
enough  to  combat  the  complex  of  problems  which  relate  to  the  use  of 
alcohol.  The  attack  has  to  be  all-encompassing,  stressing  prevention  and 
the  early  identification  of  drinking  problems.  Problem  drinkers,  those 
individuals  typically  thought  of  as  in  transition  to  heavy,  dependent 
drinking,  are  among  those  most  neglected  in  terms  of  available  services. 
Unfortunately,  traditional  beliefs  about  alcoholism  offer  little  reason  for 
problem  drinkers  to  curtail  their  drinking,  and,  in  fact,  may  provide  them 
with  a basis  for  repeated  attempts  to  prove  that  they  are  not  “alcoholics.” 
For  example,  broadened  approaches  to  prevention  which  incorporated  edu- 
cation stressing  ways  of  minimizing  the  risks  associated  with  using  alcohol 
might  be  sufficient  preventive  measures  for  some  individuals.  Naturally, 
abstinence  would  be  considered  one  way  of  preventing  further  alcohol  prob- 
lems. 

At  present,  there  are  no  separately  identifiable  services  for  individuals 
just  developing  drinking  problems,  and  as  a result  they  often  are  referred 
to  programs  oriented  towards  treating  chronic  alcoholics.  One  might 
expect  that  early  problem  drinkers  would  find  the  availability  of  a treat- 
ment orientation  of  “controlled  drinking”  to  be  both  appealing  and  accept- 
able. Such  efforts  would  be  likely  to  meet  with  more  success  than  current 
alcoholism  education  programs. 

To  effectively  thwart  potential  alcohol  abuse  problems,  primary  preven- 
tion programs  are  sorely  needed.  These  programs  would  be  designed  for 
use  with  persons  who  have  never  experienced  alcohol  problems,  and 
would  have  an  objective  of  increasing  the  probability  that  they  never 
would  encounter  such  problems.  The  orientation  of  most  prevention 
programs  to  date  has  been  toward  stressing  the  avoidance  of  something 
bad  - alcoholism  - something  individuals  should  avoid  at  all  costs. 
Regrettably,  however,  no  instruction  is  provided  in  how  to  avoid  being 
victimized  by  these  problems,  except,  of  course,  by  not  drinking.  It  is 
very  probable  that  the  denial  of  current  or  potential  drinking  problems 
would  decrease  if  we  stop  depicting  the  typical  outcome  of  such  problems 
as  humiliating,  debasing,  and  requiring  a major  and  permanent  change  in 
lifestyle  simply  to  arrest  the  problem.  The  rationale,  if  any,  of  such  a 
prevention  approach  is  difficult  to  comprehend.  Let  us  instead,  take 
advantage  of  the  success  of  other  fields  and  begin  to  emphasize  the 
positive.  Let  us  illustrate  that  recovery  is  possible,  and  that  one  can 
minimize  future  handicaps  by  early,  and  usually  limited,  action. 
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When  the  term  “alcoholic,”  with  all  its  social  connotations,  both  negative 
and  positive,  begins  to  be  indiscriminately  applied  to  children  and  to^i 
people  who  have  not  yet  had  any  kinds  of  significant  life  problems! 
involving  alcohol,  and  when  traditional  concepts  are  used  to  hinder! 
innovation,  research  progress,  and  treatment  advances,  then  the  need  fori 
a change  in  basic  concepts  is  acute.  That  change  would  include  looking  at 
a broad  spectrum  of  people  with  both  present  and  potential  drinking 
problems,  and  then  considering  what  kinds  of  services  would  be  most 
appropriate  for  different  individuals.  Likewise,  different  services  can  be> 
expected  to  be  more  appropriate  for  different  stages  of  the  problem.  If 
we  are  to  seriously  promote  the  cause  of  primary  prevention  and  early 
identification  of  drinking  problems,  we  must  set  forth  to  design  appropri- 
ate programs  to  provide  these  services. 

Concluding  Comments 

Dr.  Isaac  Asimov,  scientist  and  well-known  author,  was  interviewed  on 
television  not  long  ago.  Some  of  his  comments  about  scientific  research 
are  relevant  to  the  issues  we  have  been  considering.  The  “problem” 
involves  searching  for  an  appropriate  balance.  Certainly,  we  must  use  our 
knowledge  with  discretion.  Yet,  we  must  not  fear  knowledge,  or  we  will 
stagnate  progress.  In  our  quest  to  aid  persons  with  alcohol  problems,  we 
must  not  let  our  personal  beliefs  supercede  the  needs  of  the  very  persons 
we  allege  to  help.  If  Dr.  Chafetz  had  not  already  eloquently  commented 
about  the  “paternalistic”  attitude  of  workers  in  the  alcoholism  field,  we 
would  feel  compelled  to  phrase  that  sentiment  ourselves.  Few  health 
problems  can  be  found  where  persons  profess  such  an  inadequacy  of 
knowledge  and  are  yet  so  unwilling  to  tolerate  new  ideas. 
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TYPE  OF  TREATMENT  (RANDOMLY  DETERMINED) 


FIGURE  1.  Experimental  Groups  in  the  Patton  study. 
70  Total  Subjects. 


TYPE  OF  TREATMENT  GOAL  (SELECTED) 


NON-DRINKING 

CONTROLLED  DRINKING 

EXPERI- 

MENTAL 

Non-Drinker- 

Experimental 

Controlled  Drinker- 
Experimental 

(ND-E) 

(CD-E) 

1 5 Subjects 

20  Subjects 

CONTROL 

Non-Drinker- 

Control 

(ND-C) 

Controlled  Drinker- 
Control* 

(CD-C) 

15  Subjects 

20  Subjects 

*Abstinence  goal  but  subjects  appropriate  for  controlled  drinking. 
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Remarks  by 

MARC  LALONDE 
DAVID  ARCHIBALD 
JOHN  CLEMENT 


For  its  annual  meeting  held  in  Ottawa  last  September,  the 
Brewers’  Association  of  Canada  selected  as  its  theme,  '‘Alco- 
hol Abuse  and  Alcoholism  - Viewed  from  Different  Perspec- 
tives.” Three  of  the  key  speakers  were  men  who  have  a deep 
and  long-standing  interest  in  such  a topic.  Some  of  their 
remarks  are  presented  on  the  following  pages. 
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. MarcLalonde 


Although  the  brewing  industry  is  commonly  known  as  a “regulated  in  i 
dustry,”  the  public  can  nevertheless  buy  beer  directly  from  the  distribul 
tors,  and  it  is  legal  to  market  it.  Moreover,  along  with  the  manufacturenB 
of  wine  and  cider  (who  don’t  seem  to  avail  themselves  of  the  privilege  tc 
the  same  extent)  brewers  are  the  only  manufacturers  of  mind-altering 
drugs  who  are  allowed  to  advertise  their  product  on  the  broadcast  media 
I suggest  that  this  privilege  is  a unique  position  which  carries  with  il 
grave  responsibilities. 

Far  from  allowing  the  suppliers  and  distributors  of  illegal  mind-altering 
drugs  to  advertise  their  wares,  we  prosecute  them  to  the  full  extent  of  the  ! 
law  for  even  attempting  to  sell  such  substances. 

And  when  it  comes  to  legal  mood-changing  drugs  such  as  tranquillizers, 
and  legal  sedatives  such  as  barbiturates,  which  have  pharmacological 
effects  in  some  ways  resembling  those  of  alcohol,  we  deny  the  manufac- 
turers direct  access  to  the  public,  insisting  instead  that  physicians  act  as 
intermediaries. 

But  the  beer,  wine,  and  cider  industries  were  allowed  to  spend  nearly  13 
million  dollars  in  provinces  which  permitted  broadcast  advertising  last 
year. 

In  recent  months,  the  department  of  national  health  and  welfare  has 
received  a number  of  letters  and  briefs  recommending  that  the  advertising 
of  alcohol  be  abolished  altogether.  Broadcast  advertising  of  beer  is  often 
specifically  mentioned  in  these  letters.  The  time  has  come  for  us  to  ask 
ourselves  why  beer  should  be  advertised  on  the  broadcast  media  when 
liquor  advertisements  are  not  allowed,  and  when,  to  mention  another 
substance  with  a potential  for  harm,  cigarettes  are  no  longer  advertised 


The  Honorable  Marc  Lalonde  is  minister  of  National  Health  and  Welfare. 


because  of  a voluntary  undertaking  of  the  tobacco  manufacturers.  In  fact, 
the  federal  government’s  Canadian  Radio  Television  Commission  is  cur- 
rently reassessing  the  situation  of  beer,  wine,  and  cider  advertising  on  the 
broadcast  media,  in  part  because  the  dimensions  of  the  use  of  alcoholic 
beverages  in  this  country  are  increasing  with  every  new  year. 

In  the  last  year  for  which  Statistics  Canada  has  been  able  to  provide 
complete  figures -the  fiscal  year  ending  on  March  31,  1972  - Canadians 
bought  424,934,000  gallons  of  alcoholic  beverages,  at  a cost  of  $2.1 
billion.  It  is  cold  comfort  to  declare  that  provincial  and  federal  govern- 
ments are  collecting  over  a billion  dollars  in  revenue  from  the  sale  of 
alcoholic  beverages. 

These  figures  represent  an  increase  over  the  previous  year- 1971 -of 

30.402.000  gallons  and  $244,661,000,  and  1971  represented  an  increase 
over  the  year  before,  and  the  year  before,  and  so  on.  . . . 

Beer  sales  in  the  fiscal  year  ending  on  March  31,  1972  accounted  for 

372.831.000  gallons,  with  a value  of  $883,725,000.  This  represents  an 
increase  of  over  23  million  gallons  over  1971 . 

When  these  statistics  are  broken  down  by  type  of  beverage  and  averaged 
out  per  capita  of  drinking  population,  every  drinking  Canadian  consumes 
33  dozen  pints  of  beer,  14  bottles  of  wine,  and  13  quarts  of  spirits  per 
year  - or  2.6  gallons  of  absolute  alcohol  each. 

Let  us  add  the  statistics  in  terms  of  the  numbers  of  people  who  die  or  are 
injured  in  road  accidents,  the  costs  of  administering  the  law  and  provid- 
ing treatment  and  rehabilitation,  the  costs  in  human  suffering  to  family, 
friends,  the  costs  to  business,  industry,  and  labor -to  our  society -in  time 
away  from  work,  of  work  not  done  to  full  capacity,  of  payments  for 
on-the-job  injuries  caused  by  an  alcohol-related  problem! 

Recent  work  done  in  the  department  of  National  Health  and  Welfare  sug- 
gests that  the  harmful  consequences  of  alcohol  use  cost  the  Canadian  people 
more  than  one  billion  one  hundred  million  dollars  a year.  Estimated  cost  of 
alcohol-related  motor  accidents  could  run  to  $500  million.  It  has  been  esti- 
mated that  alcoholism  costs  Canadian  industry  one  million  dollars  per 
working  day,  or  about  $250  million  a year.  And  the  direct  health  costs, 
based  on  hospital  admissions  and  so  on,  appear  to  run  at  least  to  $350  mil- 
lion. 
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These  are  ballpark  figures,  but  they  are  based  on  conservative  rather  than 
alarmist  estimates.  And  the  total  of  more  than  $1  billion  a year  does  not 
include  the  cost  to  the  criminal  justice  system,  the  costs  of  research  into 
alcohol  problems,  and  the  cost  of  accidents  (such  as  fires  and  falls)  other 
than  motor  accidents  which  are  directly  related  to  alcohol  abuse. 

When  we  come  to  talk  about  the  numbers  of  real  people  whose  real  lives 
are  disrupted  by  the  consequences  of  alcohol,  we  can  only  present  statis- 
tics for  those  victims  who  actually  get  caught  in  the  net  of  the  rehabilita- 
tive process.  Countless  others  never  come  to  the  attention  of  the  author- 
ities, and  many  more  suffer  not  because  they  themselves  have  an  alcohol 
problem  but  because  someone  they  love,  or  someone  who  is  responsible 
for  their  welfare,  is  an  alcoholic. 

Eighteen  thousand  people  were  admitted  to  psychiatric  wards  and  institu- 
tions for  alcoholic  psychosis  or  alcoholism  in  1972,  a rate  of  more  than 
60  per  hundred  thousand  for  Canadian  men  and  more  than  10  per 
hundred  thousand  for  women. 

Publications  sponsored  by  the  Brewers’  Association  of  Canada  try  to 
question  the  extent  to  which  alcohol  is  really  implicated  in  various 
diseases  of  the  liver,  heart,  and  respiratory  system.  Nevertheless,  in  every 
category,  hospital  admissions  and  deaths  caused  by  such,  diseases  as 
cirrhosis  and  hepatitis,  not  to  mention  alcohol  poisoning,  have  increased, 
for  both  men  and  women. 


The  Point  of  Advertising 

What  is  the  aim  in  advertising  beer  on  radio  and  television?  There  can 
presumably  only  be  one  answer  - to  improve  sales.  Regulatory  bodies  are 
asked  to  accept  the  polite  fiction  today  that  brewers  are  advertising 
against  each  other  for  their  share  of  the  market -but  is  this  really  true? 
No  one  can  establish  with  certainty  that  advertising  makes  people  drink, 
or  that  it  makes  them  drink  more.  But  no  one  can  establish  with  certainty 
that  it  influences  nothing  but  brand  preference  either. 

I asked  officials  of  my  department  to  prepare  projected  figures  for  the 
year  2000  as  to  the  percentage  of  the  population  that  will  be  drinking  in 
Canada  at  that  time.  The  present  figures  - less  than  20  percent  abstainers 
and  more  than  80  percent  drinkers -are  in  all  likelihood  very  close  to 
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Carling  O’Keefe  advertises  its 
caravans — sound-equipped  and 
furnished  mobile  units  which 
can  be  booked  by  small 
communities  staging  outdoor 
activities  such  as  sports  events 
and  country  fairs. 


what  they  call  the  ceiling  effect.  That  is,  as  far  as  we  know  there  will 
always  be  a number  of  people  who  do  not  drink  for  moral  or  health  or 
other  reasons,  and  that  number  seems  unlikely  to  go  very  much  more 
below  20  percent  than  it  already  has. 


, It  would  seem,  therefore,  that  from  the  sales  point  of  view,  the  market 
for  alcohol  users  is  pretty  well  saturated,  as  far  as  the  proportion  of 
consumers  go.  If  the  industry  of  alcoholic  beverages  wants  to  increase 
sales,  about  the  only  way  it  can  sell  a lot  more  alcohol  is  to  make  the 
people  who  already  drink,  drink  more. 


Present  per  capita  consumption  of  gallons  of  absolute  alcohol  by  the 
drinking  population  is  now  at  the  highest  point  that  it  has  ever  been  in 
Canada,  at  2.6  gallons  a year,  and  there  is  evidence  that  it  is  continuing 
to  rise.  Even  more  seriously,  it  appears  that  only  seven  percent  of  the 
drinking  population  now  purchases  about  40  percent  of  alcoholic  bever- 1 
ages  sold.  This  means  that  one  million  and  fifty  thousand  Canadians 
(seven  percent  of  the  15  million  who  drink)  average  11  gallons  of 
absolute  alcohol  consumption  per  year.  A very  great  number  of  people,  Jli 
therefore,  are  already  using  alcohol  at  an  extremely  hazardous  level  of  li 
use  which  undoubtedly  has  devastating  effects  on  thousands  and  thou-  Jto 
sands  of  lives.  Sii 

Can  we  afford  to  risk  increasing  the  size  of  this  already  shockingly  large 
segment  of  the  population?  If  more  alcohol  sales  mean  not  more  drink- 
ers, but  more  problem  drinkers,  what  are  we  going  to  do? 
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Glamorized  Lifestyle 

How  does  the  beer  industry  go  about  selling  its  product  now?  Some  of 
the  advertisements  are  low-key,  designed  to  enhance  the  corporate  image 
of  specific  companies;  some  ads  do  not  refer  to  drinking  or  imply  that 
good  times  inevitably  accompany  drinking. 

In  this  regard  I wish  particularly  to  mention  advertisements  by  the 
Carling-O’ Keefe  Corporation  which  tell  the  public  about  the  fine  work 
being  done  by  the  O’Keefe  Sports  Foundation.  Other  brewers  are 
involved  in  equally  commendable  activities.  It  seems  to  me  to  be  a happy 
arrangement  indeed  when  a company  is  able  to  promote  its  image  by 
making  such  a genuine  contribution  to  the  quality  of  life  in  Canada, 


36 


instead  of  by  spending  money  on  trivial  spectacles  such  as  balloons  and 
beer  wagons. 

But  too  often  brewing  companies  seem  to  engage  marketing  and  advertis- 
ing specialists  who  advise  them  to  sell  by  conditioning  people  to  accept 
that  their  product  is  essential  to  having  a good  time  . . . that  it  is  a part  of  the 
way  most  people  live,  or  should  live.  — 

That’s  why  I see  television  commercials  for  beer  that  show  young  and 
handsome  people  enjoying  the  pleasures,  simple  and  sophisticated,  of  life 
...  a balloon  ride  on  a sunny  summer  day  ...  a pool  party  for  rich  young 
swingers  . . . volleyball  on  a white  sand  beach  in  southern  climes  . . . sailing 
on  an  expensive  yacht.  . . . Are  such  scenarios  true  reflections  of  our 
current  lifestyles? 

And  I laugh  in  my  chair  when  I see  a particular  brewer  raising  very  high 
the  flag  of  Quebec  nationalism  up  the  company  flagpole  trying  to  make 
people  believe  that  you  can  only  be  a true  Quebegois  by  drinking  “you 
know  what.’’  On  the  English  networks  another  company  identifies  Cana- 
dianism  with  Canadian  beer.  I am  confident  that  most  Canadians  feel 
too  highly  about  their  citizenship  to  make  it  synonymous  with  their 
drinking  preferences. 

Why  should  the  situations  in  which  the  advertisements  show  beer  being 
consumed  glamorize  the  facts  of  daily  life?  Should  the  consumer  aspire  to 
the  apparently  sophisticated,  but  actually  shallow,  lifestyle  portrayed  in  so 
many  advertisements  for  beer? 

I do  not  think  that  current  methods  of  selling  beer  - and  of  course  many 
other  products  that  are  advertised  by  propagating  an  “image’’ - are’  true 
to  the  real  values  of  today’s  society,  or  to  what  the  values  of  tomorrow’s 
society  should  be.  Not  all  people  are  young  and  beautiful  and  healthy, 
rich  enough  to  buy  balloons  and  boats,  able  to  command  the  sun  to  shine 
perpetually  on  a never-never  land  of  glistening  lakes  and  unpolluted, 
unpopulated  white  beaches.  And  I am  surprised  that  more  customers  don’t 
ask  themselves:  “If  those  people  are  having  so  much  fun,  what  do  they  need 
beer  for  anyway?’’ 

On  the  other  hand,  to  suggest  that  beer  should  be  used  as  a crutch  to 
make  you  forget  the  pressures  of  work  or  to  make  you  more  outgoing  at 
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a party  seems  to  me  to  encourage,  to  a dangerous  degree,  the  type  of| 
drug  use  that  leads  to  problems  of  dependence. 

I do  not  think  that  any  of  the  broadcast  scenarios  I see  today  should 
influence  people  - especially  young  people -to  believe  that  life  can  be^ 
pleasurable  only  if  you  lubricate  it.  It  is  true  that  this  kind  of  media i 
influence  is  not  limited  to  the  makers  of  beer.  As  far  as  I am  concerned, 
the  entire  “good  life”  approach  of  current  advertising  attempts  to  manip- 
ulate us  all  into  unconsciously  thinking  that  life  has  to  be  enhanced  to  an 
unnatural  degree  in  its  every  aspect. 


Say  It  Like  it  Is 

There  have  recently  been  recommendations  that  the  advertising  of  alco- 
holic beverages  be  restricted  to  a straight  factual  description  of  the 
contents  of  the  bottle.  Since  it  seems  unlikely  in  the  extreme  that  one 
kind  of  beer  is  more  powerful  than  another  in  making  beautiful  women 
flock  to  a man’s  side  at  parties,  or  the  reverse,  and  since  all  advertising  is 
supposed  to  be  based  on  brand  preference,  maybe  these  critics  have  a 
point. 


On  the  other  hand,  advertising  can  be  a tool  for  educating  the  public  in 
the  wise  use  of  the  product.  I believe  you  can  sell  beer  profitably  by 
telling  those  who  want  to  drink  how  to  do  so  in  moderation  and  with 
knowledge  and  understanding  of  the  product’s  potential  for  harm  as  well  as 
for  pleasure.  I believe  commercials  should  sometimes  show  someone  saying, 
“No  thanks.  I’ve  had  enough,  I have  to  drive  home,”  or  simply,  “No 
thanks.  I’ve  had  enough,”  or,  although  this  is  maybe  asking  too  much,  per- 
haps someone  should  say,  “No  thanks,  I don’t  drink.” 


I believe  that  commercials  showing  real  people  in  real  life  situations - 
funny  and  affectionate  vignettes  of  life  as  it  is  lived  in  Canada  in  1974- 
could  show  those  people  who  choose  to  drink  how  to  incorporate  an 
intoxicating  substance  into  their  daily  lives  with  the  least  potential  for 
harm. 

Above  all,  I believe  that  advertising  should  not  propagate  the  idea  that 
alcoholic  beverages  are  a necessary  underpinning  of  our  society,  that 
wherever  you  go,  whatever  you  do,  you  not  only  can,  but  should  have  a 
drifik. 


38 


Labatt  Blue  commercial 
Bazaar  moves  away  from 
those  big  ballooneand  white 
silver  sands  to  a more 
“down  home”  world  but  it 
still,  according  to  Marc 
Lalonde,  influences  people 
“to  believe  that  life  can  be 
pleasurable  only  if  you 
lubricate  it.  ” Labatt’s 
president  has  said  on 
television,  however,  that 
suggestions  made  at  the 
Brewers’  Association 
meeting  are  being  taken 
seriously  and  will  be  acted 
upon. 


David  Archibald 


I believe  that  the  communication  gap  which  has  existed  between  the 
beverage  alcohol  industry  and  those  working  in  alcohol  research  has  gone 
on  for  much  too  long.  It  can  be  traced  in  part  to  the  high  degree  of  ► 
polarization  which  has  characterized  the  development  of  public,  private, 
and  corporate  opinion  on  the  alcohol  issue  in  the  past. 

When  the  Alcoholism  Research  Foundation  came  into  being  in  1949,  the 
temperance  forces  of  the  day  viewed  with  considerable  scepticism  and 
antagonism  any  organization  which  professed  to  be  concerned  with  alco- 
hol problems  but  which  did  not  advocate  the  banishing  of  alcohol  from 
the  society. 

As  well,  the  Foundation  was  not  particularly  popular  on  the  other  side  of 
the  fence.  It  seemed  that  the  proponents  of  an  open,  non-controlled 
approach  to  alcohol  use  thought  that  anyone  who  did  not  advocate  their 
position  was  actually  a temperance  unionist  in  disguise.  j 

i' 

The  amount  of  research  data  which  exists  on  the  nature  and  extent  off 
alcohol  problems  and  alternative  responses  to  alcohol  abuse  has  been  ofi 
major  proportions  for  some  time.  However,  many  of  the  important  j 
advances  in  our  collective  understanding  of  the  problem  are  not  evident  in 
present  levels  of  public  knowledge  and  attitude  on  this  vital  issue.  Why  is 
this  the  case?  Why  are  the  modern-day  proponents  of  the  extensive  promo- 
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tion  and  use  of  beverage  alcohol  still  unable  to  be  moved  substantially  from 
their  unquestioning  acceptance  of  beverage  alcohol  as  totally  beneficial  and 
a completely  harmless  boon  to  mankind? 

Falling  on  Deaf  Ears 

These  are  difficult  and  complex  questions  but  at  least  some  of  the 
answers  are  clear.  — 

The  “liberal”  view  of  alcohol  has  remained  generally  unquestioned 
because  people  simply  prefer  to  hear  good  news,  rather  than  bad  - news 
that  supports  rather  than  detracts  from  their  established  view.  Those  in 
our  society  who  support  the  ever-increasing  integration  of  extensive  alco- 
hol use  into  the  fabric  of  life  have  preferred  to  receive  information 
highlighting  the  benefits  of  alcohol  use  and  downplaying  the  negative  side 
of  the  coin. 

On  the  other  hand,  the  proponents  of  total  abstinence  refuse  to  accept 
that  there  are  some  very  considerable  benefits  associated  with  responsible 
alcohol  use. 

In  the  atmosphere  I have  described,  much  of  what  research  institutions 
have  had  to  say  over  the  years  has  fallen  on  deaf  ears.  All  too  often,  the 
lack  of  sensation  inherent  in  an  objectively  produced  scientific  report  has 
appeared  much  too  tame  to  people  in  a society  so  used  to  emotional 
rhetoric  on  the  subject  of  beverage  alcohol. 

The  final  important  factor  preventing  the  development  of  a more  bal- 
anced public  view  of  beverage  alcohol  is,  of  course,  that  drinking  is  very 
big  business  and  represents  a major  presence  in  economic  terms. 

The  data  now  available  from  research  shows  that  the  revenue  side  of  the 
alcohol  issue  no  longer  appears  as  rosy  from  the  governmental  perspec- 
tive when  the  debt  side  of  the  balance  sheet  is  taken  into  account. 

For  example,  the  revenue  accruing  to  the  province  of  Ontario  from  the 
sale  of  alcoholic  beverages  this  year  will  probably  exceed  250  million 
dollars.  This  is  a substantial  figure  indeed  - looked  at  individually. 

However,  let’s  look  at  the  data  on  alcohol-related  costs  to  this  province. 
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Some  of  Carling  O'Keefe’s  commercials, 
such  as  this  one  promoting  the  O’Keefe 
Sports  Foundation,  were  praised  for  their 
corporate  image  orientation  and  their 
contribution  to  the  quality  of  life  in  Canada. 
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In  two  separate  studies  conducted  recently,  the  cost  to  the  taxpayer  of 
alcohol  problems  was  dramatically  underlined. 

In  1971,  the  Addiction  Research  Foundation  studied  the  costs  borne  by 
the  Ontario  taxpayer  for  services  attributable  to  alcohol-related  disease 
within  the  Provincial  Hospital  Insurance  Plan,  the  mental  hospital  sys- 
tem, and  two  major  social  programs.  It  was  shownj^hat  the  taxpayer  spent 
at  least  134  million  dollars  for  alcohol-related  illness  and  disruption. 

A 1974  report  by  the  Ontario  Government  Inter-Ministerial  Committee 
on  Drinking  and  Driving,  released  recently  by  the  attorney  general’s 
department,  put  the  costs  to  the  Ontario  taxpayer  as  a result  of 
alcohol-related  traffic  accidents  at  a total  of  130  million  dollars  in  one 
year. 

Together  these  two  reports  reveal  total  costs  of  more  than  260  million 
dollars  related  to  alcohol  abuse  in  one  province  alone.  In  this  light,  the 
estimated  Ontario  provincial  alcohol  revenue  for  this  coming  year  does 
not  appear  as  attractive  as  it  might  have  in  the  past. 

Looked  at  historically,  the  balance  between  legislative  controls  and  costs 
attributable  to  alcohol  use  has  moved  in  a cyclical  pattern  for  centuries.  This 
cycle  in  society  has  always  moved  from  stiff  restrictions  on  alcohol  use  at  the 
outset  toward  a lessening  of  control  in  response  to  demand  from  those  who 
saw  only  the  benefits  side  of  the  issue  and  the  curtailing  of  individual  free- 
dom which  legislation  produced. 

This  has  traditionally  led  to  even  greater  lessening  of  controls  followed  by 
major  increases  in  consumption  and  followed  in  turn  by  related  health  and 
social  damage  and  cost.  As  the  damage  factor  increases  to  unacceptable  lev- 
els in  the  society,  the  final  response  of  government  has  always  been  to  come 
down  with  highly  prohibitive  legislation.  By  virtue  of  the  degree  of  polariza- 
tion this  creates,  the  stage  is  once  again  set  for  the  cycle  to  commence. 

We  in  Canada  are  now  on  our  way  to  the  top  of  the  cycle -to  a position 
where  the  weight  of  alcohol-related  damage  is  becoming  unbearable  for  our 
social  and  health  institutions.  Unless  we  are  able  to  reduce  or  halt  the  spiral 
toward  ever  increasing  alcohol  problems  and  their  resultant  economic  drain, 
the  reaction  of  governments  in  the  future  may  be  most  severe  and  echo  the 
prohibitive  orientations  of  the  past. 
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John  Clement 
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Responsible  government  should  set  for  itself  three  long-term  goals  to  : 
deal  with  the  problem  of  increasing  alcohol  abuse.  , 


/.  Using  whatever  means  are  available  for  public  persuasion,  we  should 
encourage  an  attitude  of  moderation  toward  the  use  of  alcohol.  The 
responsible  majority  of  Ontario’s  drinking  population  share  an  uncritical 
acceptance  of  alcohol  abuse.  This  in  effect  supports  the  behavior  of  the 
abusive  minority. 
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2.  We  should  stabilize  the  per  capita  level  of  alcohol  consumption.  This 
does  not  necessarily  mean  that  the  brewing  industry  will  ^stagnate,  but  i 
that  it  would  only  grow  in  proportion  to  our  growing  population. 


3.  We  should  mobilize  the  resources  of  the  province  to  rehabilitate  those 
who  are  unable  to  cope  with  the  availability  of  alcohol. 


To  achieve  these  goals  of  moderation  and  the  stabilization  of  alcohol 
consumption,  several  initiatives  can  be  taken. 

/.  A provincial  committee  investigating  ways  of  checking  the  abuse  of 
alcohol  recently  recommended  that  a reduction  in  the  total  amount  of 
alcohol  consumed  would  be  an  effective  measure  to  prevent  alcohol 
abuse.  They  therefore  recommended  that  the  strength  of  draught  beer  be 
reduced  to  three  percent  alcohol  by  volume.  They  also  recommended  that 


The  Honorable  John  Clement  is  provincial  minister  of  Consumer  and  Commercial  Relations 
for  Ontario. 


three  percent  beer  be  made  available  to  consumers  through  the  usual 
Liquor  Control  Board  outlets,  at  lower  prices  than  other  strengths  of 
beer.  The  government  is  taking  a very  careful  look  at  this  recommenda- 
tion. 

2.  While  awaiting  recommendations  resulting  from  discussions  between 
the  provincial  liquor  commissioners,  the  Ontario  government  will  intro- 
duce in  the  near  future,  several  amendments  to  the  advertising  code  as  an 
interim  measure. 

These  amendments  will  reduce  the  frequency  with  which  advertisers  can 
use  the  various  media,  especially  the  electronics  media.  They  will  restrain 
the  kind  of  advertising  which  uses  lifestyle  factors  to  promote  the  bever- 
age. In  the  future,  the  emphasis  of  advertising  will  be  on  the  quality  of 
the  product  instead.  These  amendments  may  also  require  advertisements 
to  encourage  the  moderate  use  of  alcohol. 

3.  The  province  can  take  initiatives  in  conjunction  with  industry  to  help 
establish  rehabilitation  programs  for  working  alcoholics.  Industrial  plants 
in  an  area  could  jointly  fund  and  support  a clinic  for  the  rehabilitation  of 
alcoholic  employees. 

4.  It  would  be  in  keeping  with  responsible  business  practice  for  the 
beverage  alcohol  industry  to  establish  a “casualty  fund”  for  the  rehabili- 
tation of  working  alcoholics.  In  this  way  the  industry  would  recognize" 
that  alcoholism  is  a by-product  of  the  manufacture  of  beverage  alcohol. 
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by  Charles  Simmons 


Anyone  who  wants  to  can  call  himself  an  educator.  Hence,  we  have  a 
multitude  of  people  who  are  called  drug  educators  but  who  have  no 
systematic  development  of  knowledge,  attitudes,  and  skills,  no  code  of 


Mr.  Simmons  is  the  consultant  in  educational  systems  for  the  Non-Medical  Use  of  Drugs 
Directorate,  health  protection  branch.  Health  and  Welfare,  Canada,  on  loan  from  the  North 
York  board  of  education,  metropolitan  Toronto. 
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professional  ethics,  no  understanding  of  the  complexities  of  the  art  and  | i 
science  of  education,  and  no  capacity  to  diagnose  accurately  the  signifi- j 
cant  characteristics  of  individual  learners  or  their  relative  stages  of  devel-;  j 
opment.  |1( 


Educators,  like  all  other  helpers,  require  knowledge  and  attitudes  and 
skills  which  are  of  high  quality,  significant  breadth  and  depth,  and 
applicable  to  the  relevant  needs  of  individuals  and  groups.  Drug  educa- 
tors in  particular  must  combine  the  best  of  the  art  and  science  of 
education  with  a highly  controversial  mixture  of  personal  and  social 
concerns.  The  quality  of  drug  education  must  rise  from  the  status  of  pee 
wee  competition  to  Olympic  standards  of  excellence.  What  keeps  drug 
education  in  the  minor  leagues  today  are  the  haphazard,  fragmented 
approaches  to  program  development.  Here  are  four  from  a list  of  many  - 
presented  for  instant  educators  unwilling  or  unable  to  master  even  basic 
knowledge  and  skill  in  education,  training,  or  program  development. 


1.  The  Tidbitology  Approach 


To  develop  this  approach,  one  simply  selects  material  that  he  thinks 
might  be  interesting  or  important  and  then  arranges  it  into  various  topics 
which  may  be  either  loosely  or  tightly  woven  together.  The  material  need 
not  be  related  too  closely  to  alcohol  and  drug  concerns  since  the  popular- 
ity of  this  program  rests  on  its  interest  not  on  its  relationship  to  learner 
needs.  You  measure  this  approach  by  what  the  participants  find  interest- 
ing, not  what  they  find  helpful  or  relevant.  If  you  are  a lucky  or  careful 
tidbitologist,  you  can  select  several  tasty  morsels  that  other  people  did 
not  find,  and  then  you  can  claim  to  have  an  innovative  program  which 
surpasses  all  other  programs.  Do  not  be  afraid;  trust  the  gullibility  of  the 
public. 
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With  practice,  the  tidbitologist  can  develop  advanced  programs  with  even 
more  esoteric  morsels.  To  add  spice,  you  simply  involve  exciting  peoplej 
with  shocking  tidbits.  If  you  are  imaginative,  you  can  develop  all  kinds  of 
refinements  - such  as  modular  programming  - since  the  tidbits  are  really 
quite  independent  of  each  other. 

2.  False  Flag  Approach  or  Watch  for  the  Jolly  Roger 
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With  this  approach,  you  do  not  have  as  much  fun  tinkering  as  you  do  jf( 
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being  a tidbitologist.  You  use  the  strategy  as  in  days  of  yore  when  we 
had  pirate  ships.  Your  ship  may  be  registered  under  religion,  education, 
lifestyle,  or  anything  else  but  you  fly  the  flag  of  alcohol  and  drug 
concerns.  It  could  be  drug  abuse  prevention,  alcohol  education,  alcohol 
treatment,  or  alternatives  to  alcohol  and  drug  abuse. 

When  you  are  accepted  under  the  flag,  you  have  clear  sailing -and  often 
funding- so  that  you  can  promote  your  particular  educational  views, 
religious  persuasions,  idealized  lifestyle,  or  really  anything  else. 

The  real  effort  in  this  approach  comes  when  you  initially  are  trying  to  get 
accepted.  However,  the  simple  solution  usually  works.  You  merely 
develop  a case  to  indicate  that  the  major  causative  factors  for  alcohol  and 
drug  abuse  are  just  those  things  that  your  program  is  designed  to  prevent 
or  treat.  Thus,  if  you  want  to  work  on  enhancing  self-worth,  that  becomes 
the  major  concern.  Alternatively,  you  could  select  from  a host  of  things  such 
as  a declining  sense  of  community,  loss  of  coping  skills,  or  any  other  person- 
al-social issue. 

If  you  like  adventure  on  the  high  seas,  you  can  argue  that  other  alcohol 
and  drug  programs  are  the  causes  of  increased  abuse  of  alcohol  and 
drugs.  When  you  accomplish  that  transition  in  thinking,  you  can  raise 
your  Jolly  Roger  and  attack  at  will. 

3.  Pick  of  the  Top  10  Approach 

In  alcohol  and  drug  programs,  we  do  not  have  a weekly  list  of  the  top  lO 
hits  as  we  do  in  music  circles,  but  it  is  not  too  difficult  to  discover  which 
programs  have  popular  appeal.  To  use  this  approach  you  simply  send  a 
nice  letter -with  or  without  some  money,  depending  upon  how  commer- 
cial the  programs  have  become  - requesting  copies  of  the  programs  and 
the  supporting  materials.  If  you  are  really  keen,  and  you  can  get  the  time 
and  money,  you  might  visit  some  of  the  program  centres. 

You  now  have  several  choices.  You  can  negotiate  to  duplicate  or  twin 
one  or  more  programs;  you  can  get  permission  to  adapt  all  or  parts  of 
one  or  more  programs;  or  you  can  be  unfair,  dishonest,  and  lacking  in 
integrity  - and  plagiarize  cleverly.  You  will  be  able  to  rationalize  that 
many  other  people  are  doing  the  same  thing,  perhaps  even  some  of  those 
responsible  for  the  top  lO  programs. 
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Grades  10,  11,  and  12 
students  study  human 
relationships  in  their  Man 
& Society  course  -in 
particular,  how  alcohol 
and  drug  use  (seen  as 
behaviors)  are  generated 
by  feelings. 
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4.  Let’s  Do  It  Approach 

A very  popular  approach  is  just  to  jump  into  a program  and  try  any  and 
all  known  techniques  that  might  develop  knowledge,  skills,  and  attitudes 
related  to  alcohol  and  drug  concerns.  The  idea  is  to  present  as  great  a 
smorgasbord  as  possible  of  content,  processes,  and  human  and  material 
resources  so  that  no  one  can  possibly  leave  the  program  completely 
hungry.  Admittedly,  it  takes  considerable  time  and  energy  to  get  the  feast 
ready,  but  once  people  are  in  the  program  you  can  claim  it  is  not  your 
fault  if  they  do  not  eat. 

To  refine  this  approach  somewhat,  you  ask  the  participants  what  they  are 
eating  and  then  the  next  time  you  provide  larger  portions  of  the  things 
they  liked.  If  you  want  to  be  fancy,  you  can  say  you  are  employing  “an 
incremental  model  for  program  development.” 


A Diagnostic  Approach  Needed 

The  preceding  approaches  to  program  development  probably  will  con-; 
tinue  until  those  of  us  who  have  commitment  to  and  competency  in 
alcohol  and  drug  services  stop  competing  and  begin  to  cooperate  in  the 
resolution  of  some  of  the  basic  questions  that  need  to  be  asked  in  a 
diagnostic  approach  to  program  development.  The  following  questions - 
by  no  means  an  exhaustive  list -with  some  comments,  I propose  as  parts 
of  a diagnostic  instrument  for  program  development. 

/.  What  are  the  relevant  unique  characteristics  of  the  learners?  Too 
often,  programs  pay  lip  service  to  the  uniqueness  of  individuals  and  even 
groups  and  then  proceed  to  ignore  any  real  differences  among  them. 
There  are  countless  ways  by  which  the  uniqueness  of  individuals  and 
groups  may  be  classified.  Some  of  the  more  obvious  are  by  state  of 
health,  socioeconomic  status,  cultural  milieu,  age,  sex,  race  or  ethnicity, 
education,  training,  philosophy,  ideals,  religion,  heredity,  past  experi- 
ences, present  lifestyle,  future  aspirations,  personal  characteristics,  traits, 
habits,  perceptions,  interests,  priorities,  capacities,  abilities,  motivations, 
and  needs. 

The  purpose  of  diagnosis  is  not  to  apply  unnecessary  labels  but  to 
determine  which,  if  any,  of  the  features  of  uniqueness  felt  by  each 
individual  might  influence  the  program  development.  Such  diagnosis  can 
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help  determine  whether,  for  example,  there  is  a particular  process  and 
content  which  would  be  most  relevant  and  effective  for  counsellors  in 
alcohol  programs  for  native  people. 

Diagnosis  will  also  help  us  sort  the  common  needs  from  the  specific 
needs.  In  many  of  today’s  programs  considerable  confusion  arises  over 
what  is  a specific  need  and  what  is  a common  need.  The  more  we 
assume  rather  than  confirm,  the  less  opportunity  there  is  for  effective 
programming. 

2.  What  are  the  significant  roles  and  responsibilities  of  the  learners? 
Perhaps  roles  and  responsibilities  could  be  included  under  unique  fea- 
tures of  the  individual,  but  I believe  that  the  significant  demand  for 
programs  which  deal  with  such  things  as  transactional  analysis,  parent 
effectiveness  training,  role  conflict  resolutions,  and  many  other  aspects  of 
roles  and  responsibilities,  indicates  widespread  concern  about  meeting  the 
needs  of  others  and  oneself.  The  selection  of  roles  and  responsibilities  as 
a major  concern  indicates  that  any  of  the  other  unique  features  of  the 
individual,  according  to  the  context  or  the  time,  also  could  be  a major 
concern  in  program  development. 

An  individual’s  roles  and  responsibilities  may  be  supportive  of  each 
other,  independent,  or  conflicting.  In  program  development,  it  is  neces- 
sary to  know  when  the  roles  are  conflicting  and  when  they  are  not.  You 
may  think  that  you  are  interacting  with  a group  of  doctors  within  a 
specific  context,  yet  something  about  the  program’s  content,  process,  or 
facilitator  may  precipitate  concerns  related  to  other  roles  such  as  parent, 
citizen,  friend,  or  lover -roles  and  responsibilities  that  may  supercede 
doctor  concerns.  Diagnosis  will  help  anticipate  and  accommodate  that 
possibility. 

3.  How  do  the  learners  perceive  concerns  directly  or  indirectly  related  to 
alcohol  and  drug  problems?  The  way  in  which  individuals  perceive  con- 
cerns often  dictates  the  way  they  will  go  about  resolving  them.  There  are 
many  ways  to  focus  on  alcohol  and  drug  concerns.  Very  often,  the 
various  perspectives  come  in  conflict  with  each  other.  Many  people  who 
have  been  involved  in  alcohol  and  drug  services  for  some  time,  ascribe  to 
a sequence  and/or  hierarchy  of  perspectives.  For  example,  rookies  in  the 
field  can  be  very  substance-oriented  while  the  old  pros  are  people- 
oriented.  The  reverse  of  that  statement  may  be  true,  as  well.  But  the 
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emotions 


EXPOSURE  TO 

stimuli  • experience 
sensations 
facts  • ideas  • models 


Behavioral 


ACQUISITION 

Initial  Activity  - Some  attempt  at  doing 
something  (trial  and  error,  guided, 
exploratory,  accidental). 

Practised  Activity  - Repetitions  of  activity 
planned  or  unplanned. 


ASSIMILATION 

Behavioral  Adaptation  - Fitting  new  activity 
or  action  with  overall  behavior. 

Skill  Development  - Refining  new  activity 
and  building  other  activity  upon  it.  ' 


APPLICATION 

Specific  Applied  Behavior  - Utilizing  refined 
behavior  in  specific  contexts. 

Lifestyle  Behavior  - Generalizing  behavior 
to  become  consistent  part  of  lifestyle. 


LEARNING 


KNOWLEDGE 

MHAVIOR 


Cognitive 


ACQUISITION 

Comprehension  of  tacts,  information,  ideas. 


etc. 


Interpretation  into  own  language,  symbols, 
thought  patterns. 


ASSIMILATION 

Knowledge  Adjustment  - Adaptation  of 
thinking  to  accommodate  new  acquisitions. 
Conceptualization  - Utilization  of  acquisition 
to  structure  new  thinking. 

APPLICATION 

Problem  Solving  - Utilizing  new  concepts, 
thoughts,  etc,  to  examine  concerns, 
determine  alternatives. 

Decision  Making  - Determining  courses  of 
action  based  on  new  synthesis  of 
knowledge. 


Affective 


CQUISITION 


Interest  - Sparking  some  feeling,  attitude, 
value. 

Appreciation  - Feeling  some  worth  or 
applicability. 


SSIMILATION 

Attitude  and  Value  Adaptation  - 
Accommodating  new  feelings,  attitudes, 
and  values  with  existing  ones. 

Attitude  and  Value  Formulation  - 
Reassigning  priorities,  developing  new  or 
clarified  attitudes  and  values. 


PLICATION 


Testing  Attitudes  and  Values  - Utilizing 
new  attitudes  and  values  to  deal  with 
concerns,  alternatives. 

Attitude  and  Value  Demonstration  - 
Demonstrating  emotions,  values,  attitudes, 
beliefs  in  personal  and  interpersonal 
courses  of  action. 


usual  sequence  is  to  move  from  concerns  about  substances,  to  concerns  ; 
about  society,  to  concerns  about  environment,  and  ultimately,  to  concerns^ 
about  individuals. 


For  me,  as  an  educator,  the  challenge  is  not  to  find  the  universal  way  oi 
seeing  things,  but  rather  to  discover  which  perspective  or  perspectives  is 
or  are  most  helpful  at  the  particular  moment.  To  facilitate  this  goal,  1 
believe  we  should  insist  that  the  processes  of  alcohol  and  drug  programs 
and  the  qualifications,  competencies,  and  desired  outcomes  of  the  pro-: 
gram  leaders  be  elaborated  on  the  outside  of  the  package. 

There  are  different  ways  of  perceiving  alcohol  and  drug  concerns.  One 
can  focus  on  substances,  on  the  individual,  on  people,  on  environment, 
on  interactions  of  substances,  individuals,  people,  and  the  environment, 
on  alternatives.  Or  one  can  embrace  a comprehensive  focus,  ad  infinitum, 

I 

Each  focus  can  grow  to  include  the  relevant  concerns  of  the  other  foci  ® 
but  each  on  its  own  can  be  a helpful  starting  point  according  to  such  P 
considerations  as  the  learner’s  need,  role  and  responsibilities,  perspective, 
or  stage  of  development.  ^ 

P 

Some  of  the  possible  distinctions  within  the  various  foci  can  be  briefl>  ti' 
stated  as  follows:  ^ si 

t\ 

a)  with  substances  as  the  primary  focus,  emphasis  may  be  placed  or 

knowledge,  skills,  and  attitudes  from  sources  such  as  medicine,  la\^  j, 
enforcement,  and  drug  information  centres;  I 

• ' 

b)  with  the  individual  as  the  primary  focus,  there  are  weighted  contri-  | 

butions  from  religion,  ethics,  philosophy,  psychology,  growtf 
centres,  and  many  other  approaches  to  the  individual;  . i 

c)  people-focused  approaches  can  utilize  contributions  from  anthro-  ^ 
pology,  history,  sociology,  social  work,  community  development,  ® 
small  group  work,  applied  social  science,  human  relations  pro- 

grams,  and  other  such  sociallv-oriented  disciplines;  ® 

ir 

d)  focusing  on  the  environment  may  weight  contributions  from  ecol- 
ogy  movements,  microbiology,  environmental  studies 'and  develop- 
ment, and  various  other  specialized  environments  such  as  psycho-  ' 
logical,  sociological,  physical,  and  spiritual; 
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e)  a focus  on  interactions  leads  to  knowledge,  attitudes,  and  skills 
from  systems  analysis,  surveys,  trend  determinations,  cause-effect 
studies,  public  health  studies,  and  epidemiological  studies; 

f)  a focus  on  alternatives  embraces  knowledge,  attitudes,  and  skills 
from  humanistic  studies,  yoga,  transcendental  meditation,  enhanced 
growth  studies,  and  a broad  range  of  varying  lifestyle^. 

g)  a comprehensive  focus  would  include  all  of  the  previous  foci.  It  is 

conceptually  possible  to  keep  identifying  larger  and  larger  foci,  ad 
infinitum.  The  benefit  of  identifying  a comprehensive  focus  is  that 
it  signifies  the  potential  benefit  of  each  of  the  others  while  at  the 

same  time  stimulating  comparisons  and  contrasts  to  determine  the 

relationship  to  identified  alcohol  and  drug  concerns. 

4.  What  aspect! s)  of  the  learner’s  development  is  (are}  most  significant 

at  this  time?  We  know  that  individuals  have  thinking,  feeling,  and  acting 
processes  and  that  these  processes  are  in  dynamic  interplay.  That  is  why 
it  is  so  difficult  to  separate  development  of  knowledge,  attitudes,  and 

skills  from  each  other.  The  development  of  one  aspect  may  influence 

profoundly  the  development  of  the  other  aspects.  However,  at  particular 
times  within  particular  contexts,  one  of  the  processes  may  be  much  more 
significant  than  the  others.  We  must  diagnose,  not  assume,  to  what 
extent  this  is  true.  . 

Too  many  programs  fall  into  the  trap  of  assuming  equivalent  levels  of  the 
three  aspects  and,  consequently,  bore  or  confuse  the  participants.  For 
'xample,  a group  of  skillful  teachers  requiring  some  specific  knowledge 
about  alcohol  and  drug  concerns  with  perhaps  some  assistance  in  translat- 
ing the  knowledge  into  supportive  attitudes,  may  be  subjected  to  numer- 
ous basic  (to  them)  suggestions  about  educational  methodology.  Or,  a 
group  of  experienced  nurses,  who  regularly  demonstrate  TLC  (tender 
loving  care)  towards  their  patients,  are  assumed  by  program  developers  to 
reject  alcoholics.  The  nurses  may  require  some  knowledge  but  they  do 
not  need  to  be  told  about  patient  care  in  the  context  of  an  alcohol  and 
drug  program.  Teachers  and  nurses  may  need  help  in  skill  development 
but  that  should  be  determined,  not  assumed. 

5.  What  are  the  learner’s  stages  of  development?  I,  with  the  assistance  of 
many  other  people,  have  been  working  on  a model  to  elaborate  the 
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various  stages  of  development -cognitively,  affectively,  and  behaviorally.i 
The  idea  of  a model  is  not  new.  Many  theoreticians  and  practitioners! 
have  elaborated  many  models  in  the  past.  What  is  being  attempted  now, 
however,  is  the  delineation  of  a model  which  will  bridge  the  gap  between 
those  who  reject  theory  as  impractical  and  those  who  reject  practical 
concerns  as  being  mundane. 

At  this  embryonic  stage  of  the  model  development,  I conceptualize  five 
basic  stages  of  development  for  learners -exposure,  acquisition,  assimila- 
tion, application,  and  integration. 

In  very  simple  terms,  the  stages  can  be  described  as  follows: 

i 

a)  Exposure:  At  this  stage,  the  learner  comes  in  contact  with  some- 
thing new  to  him,  whether  it  be  facts,  ideas,  sensations,  experi- 
ences, stimuli,  feelings,  or  attitudes.  The  new  thing  can  come  to  the 
learner  externally  or  internally,  i.e.  from  others  or  from  himself. 

b)  Acquisition:  At  this  stage,  if  the  learner  does  not  immediately  reject 
the  new  thing  on  some  basis -such  as  irrelevancy  - he  will  either 
store  it  for  future  use  or  test  it  against  present  knowledge,  and/or 
attitudes,  and/or  behavior. 

c)  Assimilation:  If  the  learner  simply  does  not  store  the  acquisition,  he 
may  modify  past  knowledges,  attitudes,  and/or  skills  in  light  of  the 
new  acquisition  or  the  new  acquisition  may  be  modified,  or  the 
new  and  old  may  be  allowed  to  coexist. 

d)  Application:  The  application  stage  can  spiral  through  all  of  the 
other  stages  or  it  can  be  a distinct  stage  in  itself.  In  this  stage,  the 
learner  is  testing  the  new  thing  for  usefulness,  relevancy,  etc.  The 
new  thing  can  be  in  raw  or  assimilated  form. 

e)  Integration:  If  the  new  thing  passes  the  test  of  the  former  stages,  it 
may  be  integrated  into  the  individual’s  general  set  of  knowledge, 
attitudes,  and  behavior  for  specific  situations,  or  as  a part  of  total 
living. 

The  above  stages  of  development  may  occur  in  different  sequences  and  at 
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1 different  times  for  cognitive,  affective,  and  behavioral  aspects.  That  is 
1 why  it  is  so  difficult  to  pinpoint  learning.  The  implications  for  program 
i developers  are  profound.  Very  careful,  systematic  analysis  with  the  learn- 
ers  must  take  place  so  that  programs  correspond  as  closely  as  possible  to 
Ij  the  learner’s  stages  of  development. 

j I anticipate  that  I may  have  raised  the  hackles  of  some  highly  motivated 
: and  dedicated  people  involved  in  alcohol  and  drug  services.  I hope  so.  I 
fundamentally  believe  we  need  to  co-operate  with  each  other  now  in 
order  to  identify  the  growing  seeds  of  sound  program  development.  And 
to  do  this,  we  must  challenge  each  other  to  contribute  the  best  of  our 
knowledge,  attitudes,  and  skills.  We  must  quit  being  polite  with  each 
other  for  fear  of  offending.  Soon,  very  soon,  we  shall  be  judged  by 

• society,  not  by  the  quantity  of  our  programming,  but  by  the  individual 

• quality  of  each  program. 
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by  Ann  Crittenden  and  Michael  Ruby 


“The  choice  drug  of  abuse”  in  the  US.  today  - and  gaining 
steadily  in  popularity  in  Canada  - has  two  faces.  In  this  arti- 
cle from  the  New  York  Times  Magazine,  the  authors  describe 
some  of  the  history  and  mythology  that  has  made  cocaine  the 
darling  of  the  glitter  people,  past  and  present.  From  a pharma- 
cological point  of  view,  however,  cocaine  isn’t  all  that  it’s 
cracked  up  to  be,  and  Dr.  Oriana  Kalant  takes  a sober  and  pen- 
etrating look  at  the  darker  profile  of  the  drug  - and  what  is  writ- 
ten about  it. 


Ann  Crittenden,  formerly  a South  American  correspondent  for  Newsweek,  is  a freelance 
svriter  based  in  New  York  City.  Michael  Ruby  is  a general  editor  at  Newsweek.  © 1974  by 
rhe  •Jew  York  Times  Company.  Reprinted  by  permission. 


Short  of  money,  long  of  ambition,  in  need  of  a glamorous  research  topic 
the  young  Viennese  doctor  had  read  of  a new  wonder  drug  bein 
prescribed  by  the  brash  physicians  of  America -a  magical  potion,  so  it 
advocates  claimed,  that  could  dissipate  fatigue,  alleviate  depression,  am 
cure  everything  from  tuberculosis  to  acid  dyspepsia.  Sigmund  Freu( 
ordered  the  drug  from  Merck  Laboratories  and  began  to  experiment  oi 
himself  and  Dr.  Ernst  von  Fleischl,  a close  friend  and  a morphin 
addict.  Between  1884  and  1887,  Freud  presented  his  findings  in  Vbe 
Coca  and  five  subsequent  papers,  creating  something  of  a sensation  iij 
European  medical  circles  for  what  he  described  was  a substance  o 
seemingly  limitless  potential,  a source  of  “exhilaration  and  lastinj 
euphoria”  that  permitted  “intensive  mental  or  physical  work  [to  be 
performed  without  fatigue  ....  It  is  as  though  the  need  for  food  am 
sleep  were  completely  banished.” 

The  object  of  Freud’s  enthusiasm,  of  course,  was  cocaine -and  it  is  o 
more  than  passing  significance  today  that,  nine  decades  later,  there  i 
what  amounts  to  a run  on  Freud’s  cocaine  papers  in  the  medical  librarie 
of  the  nation.  Yet  the  flurry  of  interest  is  hardly  surprising.  Largel; 
over-shadowed  by  concern  with  heroin,  amphetamines  (“speed”),  and  th* 
hallucinogens  during  the  drug  explosion  of  the  late  1960s,  cocaine  ha 
suddenly  emerged  in  the  mid-70s  as  the  most  popular  drug  in  America - 
“the  choice  drug  of  abuse,”  as  the  head  of  the  Drug  Enforcemen 
Agency  in  Washington  puts  it. 

Eederal  statistics  show  a sevenfold  increase  in  the  number  of  “coke’ 
seizures  between  1969  and  1974.*  Last  year,  for  the  first  time,  the  Nev 
York  City  police  department’s  drug  agents,  through  pushers,  made  mon 
cocaine  “buys”  than  heroin -an  indication  both  of  heroin  shortages  oi 
the  street  and  the  ready  availability  of  cocaine  in  New  York  and  othe 
large  cities.  A survey  taken  for  the  Commission  on  Marijuana  and  Dru^ 
Abuse,  for  example,  reveals  that  in  1972,  10.4  percent  of  all  colleg( 
students  had  taken  cocaine  at  least  once.  Yet  the  numbers  hardly  mea 
sure  how  pervasive  coke  has  become.  Because  it  is  illegal  and  leaves  n( 
lingering  traces  in  the  body,  its  users  cannot  be  counted;  and  because  it  i: 


* Use  of  cocaine  is  on  the  increase  in  Canada -part  of  a world  trend  in  the  past  year  ar 
probably  triggered  by  shortages  of  heroin  from  France.  In  1973  the  RCMP  seized  : 
kilograms  of  cocaine  compared  to  nine  kilograms  in  1972.  Cocaine  convictions  increasi 
180  percent,  from  44  in  1972  to  123  in  1973. 


64 


not  physiologically  addicting,  they  rarely  turn  up  at  hospitals  or  drug 
dinics.  What’s  more,  many  of  today’s  cocaine  aficionados  are  hardly 
types  to  appear  on  police  registers  or  in  public  hospitals. 


In  many  ways,  cocaine  is  now  showing  the  same  tendency  toward  upward 
nobility  that  marihuana  demonstrated  during  the  late  1960s.  Once  the 
nearly  exclusive  province  of  pimps  and  prostitutes  - street  people  of  the 
night -the  drug  has  spread  into  widening  circles,  if  not  into  the  light  of 
day.  Its  users  encompass  all  social  and  economic  categories,  but  are 
particularly  concentrated  among  what  one  drug-abuse  specialist  calls  “the 
glitter  people:”  a Who’s  Who  of  Hollywood  and  Hollywood- 
Dn-the-Hudson  that  includes  actors,  models,  athletes,  artists,  jazz  musi- 
:ians,  designers,  and  ad  men.  In  many  of  their  soirees,  an  after-dinner 
>niff  of  the  fine  white  powder  - either  from  a bejeweled  coke  spoon  held 
;o  the  nostril  or  through  a tightly  rolled  banknote,  the  higher  the  denomi- 
lation  the  better -is  as  common  as  a snifter  of  brandy.  No  less  an 
luthority  than  Rolling  Stone  has  reported  that  rock  musicians  participat- 
ng  in  a radio-TV  public-service  assault  on  drug  abuse  last  year  regularly 
canned  amphetamines  and  barbiturates,  but  never  downgraded  cocaine. 
Heavy  users  themselves,  they  didn’t  want  to  appear  hypocritical. 


For  its  devotees,  cocaine  epitomizes  the  best  of  the  drug  culture  - which 
s to  say,  a good  high  is  achieved  without  the  forbiddingly  dangerous 
leedle  and  addiction  of  heroin,  or  the  mind-twisting  wrench  of  LSD  and 
he  hallucinogens.  Coke  users,  however,  pay  a penalty  for  their  pleasures. 
Repeated  sniffing  can  destroy  the  mucous  membranes  lining  the  nasal 
massage,  and  the  running  nose  of  the  “horner”  - a regular  user  who 
;norts  large  amounts -is  not  an  uncommon  sight  in  certain  sections  of 
najor  cities.  (Policemen  long  ago  learned,  quite  literally,  to  finger  a 
:ocaine  user/pusher  simply  by  squeezing  his  “horn,”  a ploy  that  elicits 
in  agonized  scream  from  the  suspect  and  a quick  arrest  from  the  officer.) 
deavy  repeated  doses  of  cocaine  have  also  beeii  known  to  cause  paranoia 
ind  organic  psychosis;  and  habitual  coke  users,  like  speed  freaks,  have 
experienced  the  frightening  hallucinations  and  sensations  of  bugs  crawling 
leneath  the  skin.  Taken  in  large  amounts -for  instance,  an  intravenous 
njection  of  one  gram  (only  1 /28th  of  an  ounce) -cocaine  can  cause 
lainful  death. 

>uch  overdoses  are  extremely  rare,  but  there  are  indications  that  while 


many  people  can  take  cocaine  or  leave  it,  others  develop  a powerful, 
compulsive  craving  for  its  euphoric  delights.  As  Dr.  Jerome  Jaffe,  a 
psychopharmacologist  at  Columbia  Presbyterian  Hospital  in  New  York, 
has  written:  “Repeated  use  of  the  drug  . . . does  not  produce  addiction, 
j but . . . addiction  arises  when  persons  with  emotional  difficulties  encoun- 
ter drugs  which  have  ameliorative  effects  . . . .”  The  drug’s  tendency  to 
produce  psychological  addiction  was  recently  described  by  one  heavy 
user:  “I  can  go  without  coke,  but  when  I have  it  around,  I feel  like  I’ve 
got  to  take  it.’’  While  there  have  been  few  controlled  tests  on  humans, 
recent  experiments  on  rats  would  seem  to  confirm  cocaine’s  tremendous 
appeal.  Animals  taught  to  push  a lever  for  a reward  did  so  up  to  250 
successive  times  for  caffeine,  4,000  times  for  heroin -and  10,000  times 
for  cocaine. 

What  else  is  known  about  this  intoxicant  that  captured  Freud’s  imagina- 
tion and  now  is  consumed  by  an  increasing  number  of  Americans? 

Cocaine  is  an  alkaloid  derived  from  the  leaf  of  the  coca  bush,  a shrub 
cultivated  in  the  Andean  highlands  of  Bolivia  and  Peru.  Its  known 
existence  stretches  back  at  least  1,000  years  to  the  Inca  empire.  The  Incas 
considered  the  plant  divine,  a gift  of  the  Sun  God;  and  the  rulers  and 
their  male  nobility  used  it  in  religious  ceremonies  to  induce  exalted 
jlstates.  In  the  high  Andes,  most  Indians  still  chew  coca  leaves  in  combina- 
tion with  an  alkali  to  release  the  drug,  producing  an  anesthetizing  effect 
that  wards  off  fatigue  and  renders  the  user  impervious  to  the  harsh  winds 
and  chilling  temperatures  of  altitudes  10,000  feet  above  sea  level. 

But  the  potent  qualities  of  the  coca  leaf  remained  a mystery  until  the 
mid- 19th  century  when  European  scientists  were  first  able  to  isolate  the 
white  crystalline  powder  that  we  now  know  as  cocaine -or  in  the  argot  of 
today’s  traffic,  “coke,”  “snow,”  “blow,”  “leaf,”  or  “flake.”  Even  so, 
knowledge  of  cocaine’s  physical  characteristics  still  combines  medical  fact 
and  speculative  fancy.  Researchers  recognize,  for  instance,  cocaine’s  pri- 
mary drug  properties:  (1)  that  coke  applied  externally  blocks  impulse 
:onduction  in  nerve  fibers,  thus  producing  a numb,  freezing  sensation; 
and  (2)  that  it  is  a vaso-constrictor,  and  as  such,  inhibits  excessive 
aleeding.  These  two  properties  of  cocaine  provided  the  first  local  anesth- 
etic in  surgery,  and  indeed  the  drug  is  still  used  for  some  surgical 
)rocedures  - in  operations  on  the  larynx  and  on  the  pituitary  through  the 
lose. 


When  taken  internally,  cocaine  works  on  the  peripheral  nervous  system 
in  much  the  same  way  that  other  anti-depressant  drugs  do.  In  the 
periphery  of  the  human  body,  nerve  endings  are  constantly  being  stimu- 
lated, releasing  a chemical  called  norepinephrine  that  causes  blood  pres- 
sure to  rise  and  the  heartbeat  to  increase.  Normally,  however,  the  norepi- 
nephrine is  reabsorbed  by  the  nerve  so  quickly  that  the  reaction  is 
imperceptible.  Not  so  when  cocaine  is  taken.  “Cocaine  potentiates  the 
effects  of  this  nerve  stimulation  by  inhibiting  the  norepinephrine  from 
being  reabsorbed  by  the  nerve,”  says  J.  Murdoch  Ritchie,  retired  chair- 
man of  Yale’s  pharmacology  department  and  a leading  authority  on 
cocaine.  “The  same  thing  may  happen  in  the  central  nervous  system,  but 
we  don’t  know  for  sure.  There  is  no  clinical  evidence  about  cocaine’s 
central  effects  - where  it  acts  and  how  it  acts  in  the  central  nervous 
system.  What  is  known  about  cocaine  is  not  quite,  but  nearly,  hearsay.” 

Ritchie  and  other  pharmacologists  also  know  that  cocaine,  in  addition  to 
accelerating  the  heartbeat,  dilates  pupils  and  increases  body  temperature 
when  taken  in  moderate  doses.  Body  temperature  rises  for  several  com- 
plex reasons,  but  essentially  it  is  because  the  greater  muscular  activity 
deriving  from  nerve  stimulation  augments  normal  heat  production  in  the 
body. 

All  these  characteristics  - rapid  hearbeat,  higher  blood  pressure,  an 
increase  in  body  temperature  - may  help  prime  the  psycho-pump 
described  by  such  dedicated  users  as  Iceberg  Slim,  a former  pimp  who 
wrote  of  his  cocaine  experience  in  “Pimp:  The  Story  of  My  Life:”  “I  felt 
like  the  top  of  my  skull  had  been  crushed  in.  It  was  like  I had  been 
blown  apart  and  all  that  was  left  were  my  eyes.  Then  tiny  prickly  feet  of 
ecstasy  started  dancing  through  me.  I heard  melodious  bells  tolling  softly 
inside  my  skull.  I looked  down  at  my  hands  and  thighs.  A thrill  shot 
through  me.  Surely  they  were  the  most  beautiful  in  the  universe.  I felt  a 
superman’s  surge  of  power.” 

Inevitably,  this  “surge”  lasts  only  a few  minutes,  for  the  body  metabo- 
lizes cocaine  quickly  and  the  user  must  take  another  dose  to  maintain  his 
high.  Yet,  surprisingly,  doctors  agree  that  tolerance  to  the  drug  does  not 
develop -that  is,  the  same  amount  will  produce  roughly  the  same  effect 
even  after  long  periods  of  use.  Similarly,  there  is  no  evidence  that  use  of 
cocaine  results  in  physical  dependency  or  produces  withdrawal  symptoms 
when  it  is  discontinued.  “By  any  pharmacological  definition,”  says  Dr. 
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Robert  Byck,  a psychopharmacologist  at  Yale,  “cocaine  is  not  a nar- 
cotic.” 

But  not  much  else  about  cocaine’s  effect  on  mind  or  body  can  be  stated 
with  such  certainty.  Most  of  the  drug’s  folklore,  including  its  ability  to 
prolong  sexual  performance  and  elicit  macho  bravado  and  daring,  is 
• speculative  and  anecdotal.  There  have  been  virtually  no  studies  of 
cocaine’s  impact  on  human  beings  since  the  days  of  Freud.  Only  now  are 
the  National  Institute  of  Health  and  the  National  Institute  on  Drug 
Abuse  beginning  to  encourage  controlled,  clinical  experimentation.  (Byck 
recently  received  a $200,000  grant  from  N.I.H.  to  study  cocaine’s  effect 
on  man.)  To  date,  for  instance,  no  research  has  been  conducted  compar- 
ing the  effects  of  cocaine  and  the  stronger  amphetamines  - or  of  cocaine 
and  procaine,  another  local  anesthetic  better  known  as  Novocain. 

Such  experiments  are  important,  for  the  mere  power  of  suggestion  may 
heavily  influence  the  user’s  response  to  cocaine.  For  example,  if  he  buys 
a yellowish-white  powder  believed  to  be  cocaine,  he  may  experience  the 
reaction  he  expects  from  cocaine.  Yet  the  stuff  peddled  by  cocaine  street 
pushers  is  rarely  more  than  60  percent  pure,  and  is  frequently  far  more 
diluted  or  cut.  With  all  this  adulteration,  it  often  becomes  impossible  to 
sort  out  the  effects  of  cocaine  from  those  of  other  substances.  In  Los 
Angeles,  for  example,  drug  officials  found  that  the  pale  yellow  powder 
some  coke  users  snorted  was  actually  benzocaine,  which  js  yet  another 
local -in  this  case,  relatively  mild  - anesthetic.  Another  sample  tested  out 
as  mostly  codeine.  In  New  York  and  elsewhere,  dealers  often  sell  Novo- 
cain as  a substitute  for  coke,  and  many  users  can’t  detect  the  difference. 

Why,  then,  if  so  little  is  known  about  its  effects  on  man,  is  cocaine 
viewed  as  a deadly  menace?  Certainly,  quite  the  opposite  opinion  pre- 
vailed when  the  drug  first  appeared.  Many  of  its  early  proponents,  from 
Freud  to  Johns  Hopkins’  Dr.  William  Halsted  - father  of  modern  sur- 
gery-not  only  advocated  its  medical  use  but  indulged  in  the  habit 
themselves.  By  the  turn  of  the  century,  the  list  of  cocaine  users  included 
some  of  the  period’s  most  distinguished  names.  Pope  Leo  XIII,  for  one, 
supported  his  ascetic  retirement  with  Vin  Mariani,  a gentle  wine  liberally 
spiked  with  cocaine,  and  Sir  Arthur  Conan  Doyle  gave  himself  away  by 
citing  “the  needle”  as  Sherlock  Holmes’  only  vice. 

Nor  were  the  famous  the  only  ones  to  hear  the  siren  Call.  In  late 
19th-century  America,  cocainized  nostrums  glutted  the  marketplace - 
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everything  from  Agnew’s  Powder  to  Ryno’s  Hay  Fever  and  Catarrh  Rem- 
edy. Heading  the  list  was  Coca-Cola,  introduced  amid  much  fanfare  in  1888 
i as  the  way  to  “cure  your  headache”  and  “relieve  fatigue,”  all  for  a nickel. 
(Cocaine  was  removed  from  America’s  most  popular  soft  drink  in  1903,  and 
now  the  strongest  ingredient  in  “the  real  thing”  is  caffeine.)  Advertising  had 
.brought  cocaine,  if  not  into  every  home,  at  least  into  every  neighborhood  in 
4 America.  By  1902,  a comprehensive  survey  indicated  that  only  three  percent 
to  eight  percent  of  all  the  cocaine  sold  in  major  metropolitan  areas  went  to 
doctors  and  dentists  for  their  practices;  the  rest  found  its  way,  quite  legally, 
into  private  hands. 


The  cocaine  explosion,  however,  began  to  worry  health  officials  and  the 
medical  profession.  Evidence  was  mounting  that  cocaine  could  damage 
delicate  tissues  and  that  its  use  could  result  in  a form  of  psychic  addic- 
tion. And  these  legitimate  medical  fears  were  buttressed  by  more  suspect 
-in  some  cases,  overtly  racist -attitudes.  In  the  1973  book  “The  Ameri- 
'can  Disease,”  Dr.  David  Musto  writes:  “Because  of  [the  drug’s] 
euphoric  and  stimulating  properties,  the  South  feared  that  Negro  cocaine 
users  might  become  oblivious  of  their  prescribed  bounds  and  attack  white 
society.”  This  fear  of  the  “coke-crazed”  black  man,  Musto  adds,  “coin- 
cided with  the  peak  of  lynchings,  legal  segregation,  and  voting  laws  all 
designed  to  remove  political  and  social  power  from  him.”  Though  there 
was  little  or  no  evidence  of  black  “cccainomania,”  some  Southern  police 
departments  switched  from  .32-caliber  pistols  to  .38s,  so  certain  were 
they  that  the  smaller  guns  could  never  stop  a black  man  brimming  with 
dope-induced  defiance. 

By  1914,  a combination  of  pressures  for  sterner  controls  produced  the 
Harrison  Tax  Act,  which  drove  cocaine  underground.  Specific  drug  laws 
enacted  since  that  time  have  kept  it  there,  and  today  its  sale  or  posses- 
sion carries  the  same  penalties  as  those  for  heroin  - five  years  in  the 
federal  statutes,  or  15  years  to  life  in  New  York  State. 

A major  reason  for  coke’s  resurging  popularity  in  the  face  of  such  harsh 
legislation  is  a simple  one:  profit.  Cocaine  is  considered  “the  champagne 
of  drugs” -and  like  fine  champagne,  it  commands  a high  price.  One 
gram  of  coke  carries  a price  tag  on  the  street  of  $50  to  $100,  depending 
on  quality.  Since  a heavy  user  may  snort  five  to  10  grams  during  the 
course  of  a day,  the  habit  grows  expensive  indeed. 

Mark-ups  in  the  trade  are  nothing  short  of  fantastic;  cocaine  dealing 
makes  poor  men  rich  and  rich  men  richer -and  it  does  so  with  little  risk, 
since  it  is  apparently  quite  difficult  for  officials  to  crack  the  traffic.  Coke 
connections  begin  in  Peru  and  Bolivia,  where  small  lab  operators  buy 
leaves  directly  from  the  altiplano  Indians.  In  a fairly  typical  transaction, 
the  chemist  pays  about  $600  for  a half  ton  of  leaves  and  $600  for 
chemicals  needed  to  process  them.  Using  a simple  formula,  he  extracts 
two  kilograms  (4.4  pounds)  of  coca  paste  from  the  leaves,  then  sells  the 
paste  to  a middleman-processor  for  $3,000  a kilogram.  His  profit  is  500  per- 
cent. 
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Often  using  Indian  women  who  walk  across  the  borders  unsearched,  the 
I middleman  moves  his  goods  into  northern  Chile  and  Argentina  or  south- 
ern Colombia,  the  centres  for  world  cocaine  processing.  There  the  paste 
is  converted  into  powder  before  it  continues  on  its  way  to  the  ultimate 
consumer. 

Smuggling  routes  vary,  of  course,  depending  on  where  soft  spots  exist, 
but  the  operations  are  always  sophisticated  and  well-financed.  Many 
Colombian  middlemen  have  their  own  labs  and  chemists,  a distribution 
system  that  includes  couriers,  airline  personnel,  and  seamen,  as  well  as 
wholesale  customers  in  the  United  States,  Mexico,  Panama,  and  Europe. 
“There’s  just  no  way  you  can  draw  charts  of  the  routes,”  says  a top 
official  of  the  Drug  Enforcement  Agency.  “We’ve  got  a real  spiderweb.” 
One  smuggling  operation  which  the  D.E.A.  managed  to  bust  extended 
from  a Chilean  lab  to  Buenos  Aires,  then  to  Senegal,  Spain,  London, 
Montreal,  and  New  York.  Another  began  in  Bogota,  then  stopped  in 
; Mexico  City  and  Sydney  before  the  courier  was  finally  arrested  in 
s Hawaii. 


e Couriers  - “mules”  in  the  trade -carry  coke  in  picture  frames  and  sealed 
in  the  sides  of  suitcases,  sewn  in  corsets  and  coats,  and  stuffed  into 
hollowed-out  artifacts.  The  methods  are  limited  only  by  the  mastermind’s 
^ ingenuity.  A typical  profit  on  this  level  will  run  from  200  percent  to  300 
^ percent  minimum.  To  smuggle  a manageable  quantity  of  nine  kilograms 
^ into  the  U.S.,  for  example,  may  cost  $36,000:  $1,000  for  each  of  two 
^ couriers,  $2,000  for  a pickup  man  at  the  destination,  $5,000  for  airport 
officials  and  police,  $1,000  for  airfares,  and  $27,000  for  raw  materials  and 
processing.  The  operator  will  charge  his  customers  $15,000  to  $18,000 
[per  kilo,  netting  him  more  than  $100,000  for  the  job. 


[The  smuggler’s  cocaine  arrives  in  the  U.S.  nearly  100  percent  pure,  but  it 
doesn’t  stay  that  way  for  long.  Wholesalers  and  their  pushers  may  cut  it 
as  often  as  three  times,  using  everything  from  milk  sugar  to  corn  starch 
and  powdered  milk.  By  the  time  the  mixture  finds  its  way  to  the  final 
:ustomer,  its  price  tag  may  top  $30,000  per  kilo -or  a cool  $1,000  per 
aunce. 
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Who  are  the  smugglers?  The  demography  of  the  trade  balances  preca- 
riously  on  the  small  percentage  of  smuggling  operations  that  are  actually 
anraveled.  Many  of  those  caught  have  been  former  Colombian  pickpock- 
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ets,  graduates  of  one  of  the  world’s  most  sophisticated  training  centres  foi 
professional  thieves.  Every  year,  they  swung  through  North  America  -I 
and  in  the  old  days,  they  always  took  a little  cocaine  along  to  help  par 
expenses.  As  demand  pushed  drug  prices  steadily  higher,  many  of  th(i 
Colombians  became  full-time  traffickers -and  millionaires. 

Other  Latins,  particularly  Cuban  exiles,  account  for  the  traffic’s  largely 
Spanish  accent.  But  federal  officials  note  that  the  number  of  Americans 
bringing  cocaine  back  into  the  country  has  increased  recently.  “They  ar( 
mostly  the  25-  to  45-year-olds,  the  world-traveller  types,”  says  a top 
D.E.A.  agent.  “They  go  into  the  business  to  feed  their  wandering  hab 
its.”  More  ominously,  officials  have  begun  to  see  signs  that  the  tighth 
organized  and  well-financed  heroin  operators,  frustrated  by  the  shrinkag( 
of  their  trade,  are  moving  into  cocaine. 

The  traffic  seems  certain  to  expand,  since  there  appears  to  be  no  slacken 
ing  in  demand  nor  any  real  possibility  of  stamping  out  the  trade.  Twc 
years  ago,  U.S.  officials  approached  Peru  about  banning  the  growth  o 
coca,  but  as  Lou  Bachrach,  head  of  the  D.E.A.’s  Latin-American  opera 
tions  in  Buenos  Aires,  says:  “Millions  of  Indians  take  the  stuff  every  day  , 
so  it  was  impossible.”  Adds  a discouraged  U.S.  diplomat;  “It  would  b(  J 
like  trying  to  ban  beer  in  Germany  or  wine  in  France.”  Discouraged  oi 
not,  the  D.E.A.  is  asking  for  more  funds  to  step  up  its  efforts. 

The  real  question  is  whether  cocaine  warrants  such  attention.  Unlik( 
heroin,  there  is  no  drain  on  state  resources  in  the  form  of  cocaine 
treatment  centres,  since  the  drug  is  not  addicting,  at  least  in  a physiologi 
cal  sense.  For  much  the  same  reason,  users  don’t  feel  they  are  forced  t( 
commit  crimes  to  support  their  habit;  many  cocaine  users  simply  drof 
the  stuff  when  the  money  runs  out.  One  who  doubts  the  wisdom  of  ar 
all-out  assault  on  cocaine  is  Dr.  Jaffe,  a former  head  of  the  Specia  Af 
Action  Office  for  Drug  Abuse  Prevention  and  an  opponent  of  harsh  dru^  o, 
laws.  Like  many  psychopharmacologists  familiar  with  the  drug,  Jaffe  feel: 
the  best  course  at  this  stage  is  to  concentrate  on  learning  more  abou 
cocaine’s  real  effects. 

“Should  we  divert  tremendous  resources  to  its  control?”  he  asks.  “Oi  " 
should  we  continue  to  monitor  it?  If  you  measured,  you  might  find  tha 
[soda  pop]was  the  substance  most  frequently  taken  before  a crime  was  com 
mitted.  What  conclusions  should  you  draw  from  that?” 
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by  Oriana  Josseau  Kalant 


The  preceding  article  on  cocaine  illustrates  at  the  same  time  some  of  the 
best  and  some  of  the  worst  features  of  popular  writing  on  drugs.  Most  of 
what  it  says,  and  it  says  it  very  well,  is  quite  correct.  But  what  it  fails  to 
say  is  so  essential  to  a proper  perspective  that  the  end  result  is  fundamen- 
tally misleading.  The  article  creates  a sense  of  mystery  and  glamor  about 
this  newly-rediscovered  drug,  when  in  fact  there  is  abundant  evidence  of 
its  essential  similarity  to  the  amphetamines  (speed).  Its  historical  account 
fails  to  recognize  that  this  cocaine  fad  is  just  the  first  stage  of  a cycle  of 
boom  and  bust  that  we  have  gone  through  over  and  over  again  with 
many  drugs,  including  cocaine  itself. 

Amphetamine’s  Sister  Drug 

On  pharmacological  grounds  it  would  be  equally  justifiable  to  write  about 
Amphetamine:  the  Champagne  of  Drugs.  Although  cocaine  and  amphetam- 
ine do  not  chemically  resemble  each  other,  their  pharmacological  actions  are 
remarkably  similar.  This  means,  essentially,  that  both  are  stimulants  of  the 
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Amphetamines:  Toxicity  and  Addiction,  University  of  Toronto  Press,  2nd  edition,  1973, 
and  co-author  with  Harold  Kalant  of  Amphetamines  and  Related  Drugs:  Clinical  Toxicity 
and  Dependence,  Bibliographic  Series,  Addiction  Research  Foundation  of  Ontario,  1974. 
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central  nervous  system,  and  that  they  exert  on  other  body  organs  an  effect! 
akin  to  that  of  the  body’s  own  adrenaline. 
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It  is  the  actions  of  these  drugs  on  the  central  nervous  system  that  makej 
them  attractive  for  non-medical  purposes.  These  actions  produce  feelings!  | 
of  euphoria,  well-being,  and  energy;  the  postponement  of  both  physical' 
and  mental  fatigue,  so  that  otherwise  impossible  tasks  are  perceived  asik 
minor  exertions;  inhibition  of  appetite  and  of  the  need  to  sleep.  The; 
peripheral  effects,  including  vaso-constriction,  raised  heart  rate  and  blood; 
pressure,  and  dilated  pupils,  have  given  rise  to  some  of  the  medical' 
applications  of  both  drugs,  but  are  not  the  effects  sought  when  they  are! 
used  to  get  a pleasurable  “high.” 
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Both  cocaine  and  amphetamine  can  be  taken  orally,  sniffed  (“snorted 
and  injected,  either  subcutaneously  or  intravenously.  All  these  methodsi 
of  administration  have  in  fact  been  used  by  both  cocaine  and  ampheta- 
mine takers,  even  though  recent  popular  writing  emphasizes  the  sniffing  of 
cocaine  versus  the  intravenous  administration  of  amphetamine. 


Cocaine  and  amphetamine  can  be  and  are  taken  occasionally  and  in 
small  or  moderate  doses  by  many  people.  These  people  may  not  experi- 
ence any  detrimental  effects,  and,  as  the  article  points  out,  they  can  take 
it  or  leave  it.  But  a certain  proportion  of  users  eventually  become 
compulsive  takers  of  heavy  doses,  and  the  outcome  in  these  cases,  regard- 
less of  whether  the  stimulant  is  cocaine  or  amphetamine,  is  remarkably 
similar. 
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First,  there  is  the  state  of  dependence  itself.  The  article  correctly  points 
out  that  strong  psychological  dependence  develops,  but  then  it  goes  on  to 
say  that  “there  is  no  evidence  that  use  of  cocaine  results  in  physical 
dependency  or  produces  withdrawal  symptoms,”  and  that  “cocaiae  is  not 
a narcotic.”  Many  people  will  take  this  to  mean  that  cocaine  dependence 
is  less  serious  than  heroin  dependence.  This  is  further  reinforced  by  theP 
authors’  assertion  elsewhere  in  the  article  that  “because  it  [cocaine]  is  notf"i 
physiologically  addicting,  they  [cocaine  users]  rarely  turn  up  at  hospitals 
or  drug  clinics.” 


It  is  unquestionably  true  that  cocaine  is  not  a narcotic  in  a pharmacologi- 
cal sense.  In  fact,  like  amphetamine,  it  is  exactly  the  opf)osite,  i.e.  a 
stimulant.  The  question  of  whether  or  not  stimulants  produce  physical 
dependence  is  debatable.  Most  authorities  believe  they  do  not,  while 
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lothers  have  argued  that  they  do.  But  the  important  point  is  that,  regard- 
less of  the  pharmacological  differences  between  narcotics  and  stimulants, 
'heavy  psychological  dependence  on  the  latter  can  and  does  occur,  and 
carries  with  it  a host  of  mental  and  physical  health  problems. 


The  most  dramatic  of  these,  both  in  cocaine  and  amphetamune  users,  is 
the  development  of  a paranoid  psychosis  which  subsides  or  disappears 
kvhen  the  drug  is  discontinued.  Bizarre,  erratic,  and  often  violent  behavior 
nay  occur  under  the  effects  of  the  drugs. 


Physical  complications  depend  in  part  on  the  characteristic  effects  of 
hese  drugs  and  in  part  on  the  mode  of  administration.  If  the  drugs  are 
miffed,  constriction  of  the  blood  vessels  in  the  lining  of  the  nose  eventu- 
illy  may  lead  to  local  destruction  of  tissue.  If  the  drugs  are  taken 
ntravenously,  inflammation  and  tissue  destruction  can  occur  in  the  blood 
vessels  in  various  parts  of  the  body.  Use  of  unsterile  syringes  and  needles 
)ften  leads  to  infections  of  various  sorts,  some  of  which  - for  example, 
dral  hepatitis  - can  be  fatal. 

deaths  by  overdose  of  both  cocaine  and  amphetamine  are  indeed  rare, 
rompared  to  deaths  by  overdose  of  narcotics,  such  as  heroin,  and  of 
^ )arbiturates.  However,  deaths  by  accidents,  suicides,  and  homicides,  are 
ligher  among  heavy  users  of  amphetamines  than  in  the  general  popula- 
ion.  Whether  the  same  is  true  among  heavy  users  of  cocaine  does  not 
ppear  to  have  been  documented,  but  it  is  a likely  possibility. 


ilj  t should  be  obvious  from  this  comparison  that  the  similarities  between 
[0  ocaine  and  the  amphetamines  are  striking.  There  are  some  differences 
tetween  them,  but  these  are  relatively  minor.  Cocaine  has  a shorter 
uration  of  action  than  amphetamine,  and  for  that  reason  it  is  taken 
lore  frequently  if  the  user  wishes  to  maintain  the  “high.”  Tolerance  to 
|j  ocaine  does  not  appear  to  develop,  while  this  is  a marked  feature  of 
pmpulsive  use  of  amphetamine.  But  some  cocaine  users  do  go  on  to  use 
irger  and  larger  doses  with  increasing  frequency,  if  for  no  other  reason 
lan  to  experience  stronger  and  more  frequent  “highs.”  Finally,  the 
mphetamines  are  not  known  to  produce  the  local  anesthetic  effect  that 
jj.  ocaine  exerts.  This  particular  action,  incidentally,  was  the  only  recog- 
\ ized  medical  application  of  cocaine  at  the  turn  of  the  century,  but  was 
.j  ventually  largely  abandoned  when  better  local  anesthetics,  themselves 
j|{  iiemical  derivatives  of  cocaine,  were  developed. 
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From  a purely  scientific  point  of  view,  then,  if  amphetamines  are  out, 
cocaine  ought  not  to  be  the  new  “in”  drug.  But  the  vagaries  of  drug  fads 
seem  to  have  very  little  to  do  with  scientifically  demonstrable  facts,  and  a 
great  deal  to  do  with  the  mysterious  reasons  underlying  the  rise  and  fall 
of  other  fads  and  fashions,  like  hair  styles  and  hula  hoops. 

I Repeat  of  a Cycle 

The  article’s  historical  account  of  cocaine  is  misleading  in  two  important 
ways:  first,  by  presenting  an  incomplete  and  thereby  distorted  version  of 
some  historical  events;  and  second,  by  failing  to  recognize  that  we  have 
gone  through  this  whole  story  many  times  over. 

The  lead  paragraph  of  the  Times  article  tells  us  that  Freud’s  studies  on 
cocaine,  produced  “something  of  a sensation  in  European  medical  circles.” 

Freud’s  early  work  on  cocaine  did  indeed  produce  a sensation,  but  not 
an  unqualified  burst  of  acclaim.  Rather,  it  was  a passionate  controversy 
between  those  who  advocated  the  use  of  cocaine  for  the  treatment  of 

i morphine  addiction  and  depression,  and  those  who  strongly  opposed  such 
use. 

J Freud’s  original  enthusiasm,  based  primarily  on  his  personal  and  highly 
conservative  use  of  cocaine,  was  soon  dispelled  by  further  observations, 
including  watching  his  friend,  Ernst  von  Fleischl,  suffer  a psychotic 
reaction  - with  hallucinations  of  snakes  crawling  under  his  skin -due  to 
the  intake  of  huge  doses  of  cocaine.  According  to  biographer  Ernest 
Jones,  Ereud  went  through  “the  most  frightful  night  he  had  ever  spent,” 
nursing  Eleischl. 

Ereud  concluded  that  outcomes  such  as  this  could  not  be  attributed 
exclusively  to  the  drug,  that  only  morphine  addicts  could  become  cocaine 
addicts.  Similar  conclusions  were  drawn  many  years  later  about  the  addic- 
tive liability  of  the  amphetamines.  In  his  last  paper  on  the  subject,  Freud 

(made  a rather  lame  defense  of  his  earlier  claims  but  then  abandoned  the 
field  permanently,  and  even  erased  from  his  memory  one  of  his  earlier 
enthusiastic  papers  on  cocaine. 

The  Times  article  refers  to  a group  of  highly  distinguished  people - 
including  Freud,  Pope  Leo  XIH,  Conan  Doyle,  Ernst  von  Fleischl,  and 
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Dr.  William  Halstead -as  cocaine  users  of  the  same  type.  This  is  mis- 
leading because  it  fails  to  draw  attention  to  the  enormous  difference!  i 
between  the  consequences  of  very  light  and  very  heavy  use.  Freud  never!  ^ 
took  more  than  10  milligrams  at  a time,  and  only  occasionally,  so  thatj  i 
we  cannot  even  talk  of  a “habit”  in  his  case.  Fleischl  was  truly  an  addict,!  1 
with  the  consequences  already  described.  | 

The  history  left  out  is  even  more  important.  Like  all  new  drugs,  cocaine 
was  at  first  hailed  by  some  as  a miracle  drug.  But  within  a very  short  ^ 
time  it  became  the  centre  of  the  violent  controversy  mentioned  above, 
fanned  by  reports  from  around  the  world  of  poisonings,  mental  disturb-  ! 
ances,  and  addiction.  By  1891,  seven  years  after  Freud’s  first  paper  ^ 
appeared,  one  author  alone  reported  on  about  100  cases  of  cocaine 
poisoning,  nine  of  which  were  fatal.  By  1914,  when  the  Harrison  Act 
was  passed  in  the  U.S.,  cocaine  had  already  become  widely  considered  as 
a drug  subject  to  abuse. 

The  next  significant  event  was  the  introduction  of  amphetamine  in  the  i 
late  1920s.  This  drug,  which  did  the  same  things  as  cocaine,  was  at  first  ; 
cheap  and  freely  available.  It,  too,  was  a “wonder  drug”  which  found  j 
strong  advocates,  both  within  and  without  the  medical  profession.  It  was  # 
also  supposed  to  be  non-addictive,  and  was  used  to  treat  alcoholism  and  } 
other  drug  problems.  Some  astute  observers  appreciated  the  basic  similar- 1 
ity  of  the  two  drugs.  In  1941,  the  German  expert  Speer  predicted  that  1 
amphetamine  would  have  the  same  potential  for  dependence  and  other  (i 
ill-effects  as  cocaine.  The  subsequent  history  of  amphetamine  bore  out  j 
his  prediction  fully.  Now,  90  years  after  Freud’s  work,  many  people  are  ! 
ignorant  of  both  these  lessons  and  are  repeating  the  same  naive  claims  l 
that  were  originally  made  for  both  drugs.  . ' , 

The  last  point  to  be  emphasized  is  that  the  public  gains  most  of  its  j 
information  about  drugs  from  the  press.  This  is  particularly  true  about  j 
fashionable  or  sensational  new  trends,  and  is  not  merely  a phenomenon  I 
of  our  own  times.  The  reprinting  of  Freud’s  work  in  the  Viennese  and  L' 
American  popular  press  contributed  greatly  to  the  spread  of  interest  in 
cocaine.  The  type  of  coverage  popular  publications  provide  may  not  only  .i 
describe  what  is  happening,  but  actually  help  it  to  happen.  The  better  the  ' 
journalistic  skill  and  the  higher  the  reputation  of  the  publication,  the  greater  j 
are  the  chances  of  this  happening,  even  if  unintentionally.  I 
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The  Addiction  Research  Foundation  of  Ontario,  established  in 
1949,  is  an  official  government  agency  financed  by  annual  provin- 
cial grants.  Its  purpose  is  to  learn  more  about  the  effects  of 
alcohol  and  other  drugs  and  to  develop  improved  ways  of  pre- 
venting and  managing  alcoholism  and  drug  dependence.  Helpful 
information  about  these  matters  is  available  from  A.R.F.  offices 
located  in; 


Belleville  (962-9482) 
Brantford  (759-3930) 
Chatham  (354-1000) 
Cornwall  (932-3300) 
Guelph  (821-9661) 
Hamilton  (525-1250) 
Kapuskasing  (335-6081) 
Kenora  (468-6372) 
Kingston  (546-4543) 
Kirkland  Lake  (567-4242) 
Kitchener  (579-1310)  . 
London  (433-3171) 
Mississauga  (270-1431) 
Niagara  Falls  (356-7451) 
North  Bay  (472-3850) 
Oakville  (845-6854) 
Orangeville  (941-6261) 


Orillia  (325-6161) 

Oshawa  (576-6277) 

Ottawa  (733-8343) 

Owen  Sound  (371-1861) 
Pembroke  (732-2811) 
Peterborough  (743-2121) 

St.  Catharines  (668-0552) 
Sarnia  (337-9611) 

Sault  Ste.  Marie  (256-2226) 
Simcoe  (426-7260) 

South  Porcupine  (235-3326) 
Sudbury  (675-1195) 

Thunder  Bay  (622-0609) 
Toronto  (595-6100) 

Welland  (735-2930) 

Windsor  (253-4458) 


Members  of  the  Foundation -representatives  from  the  business 
and  professional  community  appointed  by  the  Lieutenant- 
Governor  in  Council -establish  all  Foundation  policy.  The  Founda- 
tion’s Professional  Advisory  Board  advises  on  scientific  develop- 
ment and  professional  programs. 
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Dick  Cavett  hosts  VD  Blues.  PBS  photo 


Don’t  give  a dose  to  the  one  you  love  most 
Give  her  some  marmalade 
Give  her  some  toast 
You  can  give  her  the  willies 
Give  her  the  blues. 

But  the  dose  that  you  give  her 
Might  get  hack  to  you. 

/ once  had  a lady  as  sweet  as  a song 
She  was  my  darlin' . .she  was  my  dear. 

But  she  had  a dose  and  .she  passed  it  along 
Now  she's  gone  hut  the  dose  is  still  here. 

Right  here. 

Don't  give  a dose  to  the  one  you  love  most 
Give  her  some  marmalade,  give  her  some  toast 
You  can  give  her  a partridge  up  in  a pear  tree 
But  the  dose  that  you  give  her 
Might  get  hack  to  me. 


.4  song  hy  Dr.  Hook  and  the 
Medicine  Show  from  the  TV 
special,  VD  Blues 
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There  is  nothing  funny  about  venereal  disease.  Or  racial  prejudice.  Or 
alcoholism.  Everybody  knows  these  are  grim  topics.  Well  almost  every- 
body. 

Spotted  here  and  there  among  the  many,  many  communications  pro- 
grams being  presented  these  days  to  help  North  Arriericans  wrestle  with 
health  and  social  issues  is  a fresh  and  potentially  powerful  approach.  In 
a word,  laughter — belly  laughs,  whimsical  chuckles,  gentle  smiles,  all  set 
to  toe-tapping  music.  The  unknown  and  unspeakable  become  not  only 
bearable  but  even  enjoyable. 

What  we’ve  failed  to  accomplish  with  medical  charts,  numbing  statistics, 
scare  photographs,  and  ominous  warnings — now  seems  possible  with 
the  help  of  funny  dialogue,  animated  characters,  songs,  puppets,  comic 
monologues,  and  skits.  Things  really  haven’t  been  quite  the  same  since 
Sesame  Street  was  born,  since  Big  Bird  and  Oscar  showed  us  that  enter- 
taining and  learning  could  co-exist. 

I 

The  pioneer  venture  into  new  techniques  of  social  persuasion — the 


by  Laird  O’Brien 


Mr.  O’Brien  is  a Toronto  writer  and  communications  consultant.  His  firm,  Laird  O’Brien 
and  Associates,  specializes  in  the  communications  problems  of  health,  educational,  and 
community  groups. 
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model  if  we’re  looking  for  one — is  the  one-hour  television  special,  VD 
Blues. 

This  sexual  Sesame  Street  was  an  experiment  to  kick-off  a massive  edu- 
cational program  in  the  face  of  an  almost  epidemic  level  of  venereal 
disease.  First  broadcast  in  1972,  the  program  broke  all  the  rules  about 
serious  approaches  for  serious  problems. 

The  bizarre  format  openly  challenged  hush-hush  taboos  with  songs  like 
“Don’t  Give  a Dose  to  the  One  You  Love  Most’’  and  skits  including 
one  with  a gonorrhea  germ  and  a syphilis  germ  vying  for  control  of  a 
young  girl’s  body.  Dick  Cavett  and  Jules  Feiffer  played  prominent  roles. 

Did  it  work?  Fantastic  audience  ratings  were  recorded  (and  it  is  still 
being  screened);  research  showed  increased  awareness  and  understand- 
ing of  the  problem;  more  than  20  health  organizations  in  the  United 
States  followed  up  with  coordinated  information  kits,  local  phone-in 
programs,  and  community  clinics. 

Clinics  recorded  an  increase  of  75  percent  in  those  seeking  help  because 
young  people  had  been  made  aware  in  a contemporary  and  entertaining 
way — without  sensationalism  and  scare  tactics — of  the  truth  about  VD. 
It  demonstrated  to  a rather  skeptical  educational  and  health  community 
the  power  of  an  entertainment  format. 

Although  VD  Blues  broke  new  ground,  others  have  been  slow  to  follow. 
Archie  Bunker  and  his  friends  in  commercial  television  have  had  to 
carry  the  torch. 


Archie  Bunker:  a Good  Bigot 

Archie  Bunker  has  ranted  and  raved  his  way  into  the  folk  culture  of 
North  America — loved  by  many,  ignored  by  none.  His  views  have  been 
dissected  from  the  pulpit;  social  scientists  have  probed  his  show’s  mes- 
sage; viewers  have  responded  with  enthusiasm  to  All  in  the  Family  and 
such  spin-offs  as  Sanford  and  Son,  Maude,  Good  Times. 

These  shows  have  created  laughter.  But  more  importantly  they’ve  prod- 
ded Americans  and  Canadians  into  looking  a little  more  closely  at  the 
world  around  them. 
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Loved  by  many,  ignored  by  none.  vfi  ^ 
Archie  Bunker  has  ranted  and  raved  hisK  - 
way  into  the  North  American  folk 
culture,  making  the  unknown  and 
unspeakable  not  only  bearable  but  even  / 
enjoyable. 
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Tandem  Productions 


You  don’t  expect  to  find  humor  in  breast  cancer,  mental  retardation, 
miscarriage,  impotence,  or  alcoholism.  Yet  shows  built  on  these  subjects 
have  been  among  the  most  successful  in  the  various  series. 

The  producers  of  All  in  the  Family,  Norman  Lear  and  Bud  Yorkin, 
believe  that  if  people  are  laughing  they  are  comfortable  and  their  defen- 
ses are  down.  They  are  more  receptive. 

“People  will  accept  an  entertainment  much  more  readily  than  a 
polemic,”  said  Norman  Lear  in  a 1974  interview  with  Milan  Korcok. 
“When  you  stand  up  and  polemicize,  people  are  guarded;  their  defenses 
are  up.  It’s  a reflex  in  the  human  emotion. 

“But  when  people  are  laughing  and  responding  to  an  entertainment 
much  more  goes  down.  Shaw  and  Moliere  understood  that.  We’re  not  in 
that  league  by  any  manner  of  means  but  we  do  learn  by  the  things  that 
have  preceded  us.” 

Lear  and  his  staff  tackled  alcoholism  in  a two-part  Maude  series. 
Maude’s  husband,  Walter,  was  drinking  heavily.  Maude  could  only 
communicate  with  him  when  she  was  in  the  same  condition,  so  she 
drank.  The  shows  said  much  about  the  insidious  nature  of  alcoholism  in 
the  family,  and  judging  from  viewer  response  they  reached  the  public  in 
a way  that  professional  alcohol  educators  could  only  envy.  The  National 
Council  on  Alcoholism  gave  official  recognition  to  producer  Lear. 

The  American  Cancer  Society  has  praised  “Edith’s  Christmas  Story,”  a 
poignant  All  in  the  Family  episode  about  breast  cancer.  And  the 
National  Association  of  Retarded  Citizens  has  commended  the  episode 
“Gloria’s  Boyfriend”  which  focused  on  the  problems  of  the  mentally 
retarded. 

Canadians  now  have  their  own  social  comedy — Excuse  My  French  on 
the  CTV  Network — to  spread  understanding  of  English-French  rela- 
tions as  well  as  such  real-life  issues  as  pornography  and  vasectomy. 

Comic  Books  with  More  than  Laughs 

The  one  place  where  this  humor  weapon  has  found  an  obvious  home  is 
in  comic  books,  spearheaded  by  Sol  Gordon,  a professor  of  child  and 
family  studies  at  Syracuse  University.  He  is  the  director  of  the  universi- 
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ty’s  Institute  for  Family  Research  and  Education,  as  well  as  the  origina- 
tor and  author  of  a series  of  controversial  comic  books  for  adolescents 
which  deal  with  subjects  not  usually  treated  lightly. 

About  one  million  copies  have  been  sold  since  1971 — at  25  cents  a 
single  copy,  cheaper  in  quantity — to  educational  and  youth  organiza- 
tions, planned  parenthood  groups,  community  agencies,  schools,  par- 
ents, and  teenagers. 

“You  can’t  communicate  with  someone  about  subjects  like  sex  and 
drugs  if  he’s  uptight,’’  Mr.  Gordon  believes.  “We  use  humor  to  reduce 
the  anxiety  of  teenagers.  Besides,  comic  books  are  the  only  things  that  a 
huge  number  of  adolescents  willingly  read.”  His  best-seller  is  Ten  Heavy 
Facts  About  Sex.  Explicit.  Funny.  Informative. 

He  says,  “There  are  about  200  books  on  sex  education  for  teenagers — 
but  they’re  read  mainly  by  librarians.  The  average  teenager  would  never 
read  a book  on  sex — he’d  be  afraid  he’d  lOvSe  status  if  his  friends  found 
out.” 

Ten  Heavy  Facts  About  Sex  deals  with  such  matters  as  masturbation 
(“It  will  make  you  walk  crooked,”  as  one  uninformed  young  lady  tells  a 
friend),  venereal  disease,  pornography,  birth  control,  and  abortion. 

On  pornography,  the  book  suggests  “Pornography  is  harmless.  After  a 
while  it  gets  boring.  If  porno  is  your  bag,  you  don’t  have  much  of  an 
imagination  of  your  own.” 

In  the  Northwest  Territories,  the  department  of  social  development  has 
used  comic  books  to  battle  alcoholism.  Captain  Al  Cohol  is  the  catalyst 
as  “the  people  of  Fish  Fiord  learn  that  booze  is  for  bums.”  Results? 
Well,  readership  has  been  excellent  and  the  program  has  generated  a 
good  deal  of  public  discussion.  But  consumption,  from  all  reports,  hasn’t 
dropped. 


From  Billy  Cosby  to  the  United  Church 

A leader  in  the  application  of  humor  and  entertainment  to  social  issues 
is  Bill  Cosby,  who  attributes  his  ability  to  reach  and  teach  youngsters  to 
the  fact  that,  “I  started  out  as  a child  myself.” 
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As  well  as  appearing  on  the  educational  series  The  Electric  Company, 
he  has  produced  two  shows  for  educational  television — one  on  school 
children  and  another  on  prejudice — and  developed  the  animated  series 
Fat  Albert  and  the  Coshy  Kids. 

In  a typical  episode,  Dumb  Donald,  an  only  child,  is  confronted  with  the 
birth  of  a baby  sister.  His  resentment,  then  resignation,  and  finally  pride 
in  the  baby  are  true-to-life.  Children  easily  identify  with  him.  Bill  under- 
scores the  message  by  advising  that,  “Parents  are  the  best  people  to  talk 
to  if  you  have  a problem  like  Donald’s.”  Each  show  deals  with  feelings 
and  emotions  and  teaches  children  about  values,  responsibilities,  and 
growing  up — all  in  a format  that  relies  heavily  on  humor  and  song. 

Others  who  have  used  humor  formats  in  Canada  recently  include  the 
Participaction  fitness  program,  Presbyterian  Church,  and  the  United 
Church. 

HIP  NARRATOR:  Okay,  let’s  say  you’ve  got  a wife  who  drinks  too 
much.  Now  you  come  home  from  the  job  and  the  kids  are  crying  because 
they  haven’t  even  had  lunch  yet  and  there  ain’t  no  sign  of  supper.  And  all 
the  empty  bottles  lying  around  make  the  house  look  like  a Ripple  fac- 
tory. And  there  she  is  lying  on  the  couch.  Now  you  can  tell  that  all  she’s 
had  to  eat  all  day  is  a soft-boiled  egg  because  most  of  that  is  still  on  her 
nightgown,  and  she  can’t  even  talk  straight. 

So  what  do  you  do?  Do  you  start  stomping  and  screaming?  Do  you  try  to 
yell  some  sense  at  her.^  Do  you  try  to  scare  her  so  she  won’t  drink  any 
more?  No.  You  he  cool.  See,  alcoholics  want  people  to  get  mad  at  them. 
That’s  what  gives  them  an  e.xcuse  to  drink.  So  don’t  argue,  don’t  talk, 
don’t  bicker,  and  don’t  squawk. 


Carol  Burnett’s  TV  special 
on  alcoholism,  “Drink.  Drank,  Drunk’’ 


Why  Is  Humor  so  Powerful? 

Any  attempt  to  explain  the  success  of  entertainment  formats  has  to  first 
look  at  television. 

Today’s  children  spend  more  time  watching  the  set  than  sitting  in  the 
classroom.  The  average  adult  watches  more  than  five  hours  a day.  And 
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the  one  common  denominator  of  North  American  society’s  many  inter- 
ests is  a search  for  entertainment — a plea  to  amuse  me,  scare  me,  help 
me  escape.  Many  have  debated  and  bemoaned  the  relative  importance 
of  information  vs  variety  programs,  but  the  fact  remains  that,  by  and 
large,  the  public  w ants  entertainment  above  all  else. 

Fortunately  public  broadcasting  in  the  United  States  has  been  available 
to  offer  alternatives  and  to  experiment  with  formats  and  techniques. 
Because  it  is  non-commercial,  programs  do  not  stand  or  fall  according  to 
the  total  number  of  people  who  watch  them.  Special  needs  are  met  in 
special  ways.  In  this  fertile  environment,  Sesame  Street  was  created. 

Over  a period  of  almost  10  years — through  planning,  programming,  and 
exhaustive  research — the  Sesame  Street  model  has  demonstrated  key 
points  which  can  be  carried  forward  into  a variety  of  social  marketing 
projects: 

1 . It  deliberately  used  television  to  teach,  without  hiding  the  educational 
intent — and  aUracted  a large  and  eager  following.  It  rejected  the  con- 
cepts that  learning  is  not  learning  unless  it  hurts,  that  children  never  do 
what  is  good  for  them  unless  they  are  forced  to,  and  that  entertainment 
competes  with  education. 

2.  It  gave  us  our  first  real  evidence,  apart  from  scattered  anecdotes  of 
parents,  of  the  remarkable  rate  at  which  children  (and  adults)  can  learn 
from  television. 

3.  It  developed  a pool  of  knowledge  for  researchers.  Apart  from  a few 
studies  of  violence  and  commercial  advertising,  researchers  had^  pre- 
viously taken  little  interest  in  the  effects  of  television  upon  children. 
Now  they  have  a base  from  which  to  work. 

The  success  of  Sesame  Street  has  encouraged  its  developers.  The  Chil- 
dren’s Television  Workshop,  to  explore  other  topics  with  both  children 
and  adults. 

The  mood  of  the  ’60s  and  ’70s  has  also  played  a part.  Television  has 
magnified  the  impact  of  war  and  disease  and  crime  and  poverty  by 
bringing  them  all  right  into  the  living  room  in  living  color  for  the  whole 
family  to  share. 
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Tandem  Productions 


Coupled  with  this  has  been  an  abundance  of  heavy-handed  programs 
about  the  consequences  of  alcohol,  cigarettes,  poor  diet,  dangerous  driv- 
ing, etc.  Surprisingly  little  research  has  been  done  to  measure  the  success 
of  these  efforts — health  films,  community  information  campaigns,  gov- 
ernment projects — in  changing  attitudes  and  behavior.  Evaluation  has 
been  sadly  ignored. 

The  emergence  of  humor  and  mass  media  variety  techniques — sup- 
ported by  good  evaluative  research  in  some  cases — has  sparked  new 
hope  for  the  success  of  future  public  education  programs. 


Where  Do  We  Go  from  Here? 

There  are  two  or  three  obvious  dangers  in  leaping  on  the  fun  wagon. 
The  first  and  perhaps  greatest  danger  is  to  look  upon  it  as  a panacea  for 
all  situations.  It’s  not.  With  something  like  28  different  types  of  humor 
now  identified,  it’s  obviously  a delicate  tool,  to  be  wielded  with  care  and 
finesse. 

The  Sesame  Street  people  have  been  accused  of  falling  into  the  trap  of 
humor  which  makes  fun  of  someone,  and  basic  slapstick.  It’s  also  easy  to 
tip  over  into  satire. 

The  humor  which  seems  to  work  best  stems  from  human  interest  and 
grows  out  of  situations.  Not  one-liners.  Not  slapstick.  Not  bang-bang 
puns. 

The  warm  twist  of  a smile  is  stronger  than  the  big  yuk  of  a nightclub 
audience.  As  the  good  efforts  in  this  field  have  demonstrated — Sesame 
Street,  Bill  Cosby  on  prejudice  and  drugs,  Carol  Burnett’s  alcohol  spe- 
cial— it’s  not  a question  of  seeing  how  funny  you  can  be,  but  how  funny 
need  you  be  to  attract  and  hold  the  audience. 

TWO  MEN  ON  A COMMUTER  TRAIN: 

MAN  1:  I don’t  know  what’s  wrong  with  me  lately.  I Just  don’t 
seem  to  be  interested  in  anything. 

MAN  2:  Who  cares. 

MAN  1:  I have  this  terrible  feeling  that  nothing  is  permanent. 
MAN  2:  1 get  the  same  feeling  but  it  never  lasts. 

MAN  I : Tm  so  depressed  all  the  time. 


12 


MA  N 2:  Why  don’t  you  go  see  a psychiatrist? 

MA  N 1 : I am  a psychiatrist. 

MAN  2:  Oh. 

MAN  1:  I haven’t  really  been  right  since  my  wife  left  me  last 
year.  It’s  tough  to  lose  your  wife. 

MA  N 2:  Tough?  It’s  nearly  impossible. 

MAN  I:  You’re  married.  Any  kids? 

MAN  2:  Hey,  I got  two  of  the  greatest  kids  in  the  world — 

MANl:  You’re  fortunate. 

MAN  2:  — and  seven  others.  Not  to  mention  my  wife’s  uncle 
Frank  who  lives  with  us.  Oh,  what  a miserable  charac- 
ter. All  he  keeps  telling  me  is  what  a failure  I am,  what 
a bad  provider.  I’ve  been  hearing  that  from  him  for  15 
years. 

MAN  I : Why  don’t  you  just  tell  him  to  leave? 

MAN  2:  I can’t.  It’s  his  house. 

MAN  I : Well  at  least  you’ve  got  a family.  I have  no  one.  My  wife 
just  left  me. 

MA  N 2:  You  said  your  wife  left  you  last  year. 

MAN  I:  I remarried. 

MAN  2:  Oh.  Congratulations. 

MAN  I : Thank  you.  I just  can’t  seem  to  hang  onto  a wife.  People 
seem  to  take  an  instantaneous  dislike  to  me. 

CONDUCTOR:  Westcott,  Grover’s  Falls  next. 

MAN  I : Westcott.  Grover’s  Falls.  It’s  so  depressing. 

MAN  2:  What’s  so  depressing? 

MAN  I : I’m  on  the  wrong  train. 

MA  N 2:  You  think  that’s  depressing.  I’m  on  the  right  one. 

A skit  from  Feeling  Good 


Motivating  and  Changing  Behavior 

The  most  exciting  experiment  in  this  field  is  the  new  American  public 
television  series  called  Feeling  Good,  developed  by  the  Sesame  Street 
team  in  a mass  media  effort  to  improve  the  nation’s  health. 

The  series,  two  years  in  development  in  response  to  a government  call 
for  action,  was  launched  last  fall  on  250  public  broadcasting  stations. 
The  goal  is  not  just  to  change  attitudes,  but  to  motivate  and  change 
behavior  over  a wide  area — heart  disease,  nutrition,  mental  health, 
smoking,  alcohol  abuse. 
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The  producers  are  betting  about  $7  million  that  some  of  the  world’s 
leading  social  psychologists  are  wrong  when  they  say  you  can  change 
people’s  attitudes  but  you  can’t  change  their  behavior.  They’re  betting 
$7  million  (and  a big  reputation)  that  the  success  of  Sesame  Street  can 
be  transferred  to  adults  and  the  health  issue. 

Much  of  the  material  has  been  pre-tested  with  sample  audiences  in  a 
variety  of  formats — songs,  commercial  spot  announcements,  drama, 
vignettes,  interviews,  animated  cartoons,  comedy  and  satire  sketches. 

Follow-up  research  will  try  to  answer  seven  questions  which  are  impor- 
tant for  everyone  involved  in  programs  to  change  attitudes  and  behavior: 

1 . Which  types  of  TV  presentation  hold  the  most  appeal  and  which  are 
the  least  appealing? 

2.  Which  TV  formats  can  best  be  used  to  present  which  topics? 

3.  Can  viewers  identify  with  characters  who  are  very  different  from 
themselves?  Does  identification  increase  learning? 

4.  In  what  ways  can  music  and  song  be  used  to  convey -factual  health 
information? 

5.  How  can  light  and  entertaining  elements  be  used  without  losing  cred- 
ibility of  the  message? 

6.  What  is  the  best  balance  between  entertainment  and  serious  treat- 
ment of  the  content? 

7.  Do  viewers  change  their  behavior  as  a result  of  watching  health  mes- 
sages? 

That  seventh  question  is  the  cruncher.  The  answer  is  “yes”  for  Sesame 
Street  but  generally  “no”  in  the  case  of  campaigns  on  smoking,  seat 
belts,  alcohol. 

Hopefully  the  Feeling  Good  model  will  stimulate  a more  thorough,  pro- 
fessional approach  to  social  marketing,  with  evaluation  playing  a key 
role. 
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What  about  Canada?  Are  We  Different? 

Our  problems  are  much  the  same:  smoking,  drugs,  nutrition,  heart  dis- 
ease, poverty,  traffic  deaths,  depression.  But  our  tendency  has  been  to 
feel  that  the  message  should  be  as  grim  as  the  problem.  We  have  not 
moved  as  rapidly  as  communicators  in  the  United  States. 

Health  Minister  Lalonde’s  1974  working  paper,  A New  Perspective  on 
the  Health  of  Canadians,  stresses  the  need  to  modify  lifestyles.  It  identi- 
fies several  areas  which  will  be  supported  with  educational  programs.  By 
keeping  in  close  touch  with  other  programs — particularly  the  Feeling 
Good  experience — we  have  an  opportunity  to  learn  much  that  will  help 
us  with  our  approaches. 

Perhaps  it’s  time  to  try  Charlie  Farquarhson  on  a series  of  nutrition 
monologues.  Or  Stompin’  Tom  Connors  doing  the  Seat  Belt  Song.  Or  a 
two-hour  variety  special  on  depression  and  mental  health. 

It’s  an  encouraging  time  for  public  education.  Let’s  hope  that  here  in 
Canada  we,  too,  explore  humor  and  contemporary  entertainment  tech- 
niques in  an  effort  to  squeeze  the  last  drop  of  effectiveness  out  of  our 
community  education  efforts. 
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MILLbM  SERVICES 


by  B.  Stuart  Hoarn 


The  reason  it’s  so  very  difficult  to  come  up  with  solutions  to  social 
problems  is  because  those  who  are  concerned  about  them  too  often 
concentrate  all  their  attention  and  energies  on  those  who  are  suffering. 
Nowhere  has  this  been  demonstrated  more  clearlv  than  with  the  narcot- 
ics— opium,  morphine,  and  heroin — in  the  “drug  scene.” 


In  seeking  to  eliminate  social  problems — especially  this  one — I think 
we’re  doomed  to  spin  our  wheels  until  we  fearlessly  take  time  out  to 
learn  all  about  who  is  benefiting,  and  exactly  how  they’re  benefiting, 
from  the  by-products  of  our  social  ills.  Because  if  too  many  are  profiting 
— particularly  if  they  are  deriving  lots  of  status  and  political  and  eco- 
nomic clout  in  the  process — then  all  the  efforts  of  the  do-gooders  among 
us  will  be  about  as  fruitful  as  straightening  deck  chairs  on  the  Titanic. 


First,  they  all  must  be  identified  and  called  to  task.  One  is  quick  to  ask: 
“Who  can  possibly  be  gaining  anything  from  drug  addiction  besides 
pushers?”  Answer:  Lots  of  us  folks. 


Big  Boys  at  the  Top 

The  most  obvious  beneficiary  of  heroin  addiction  is,  of  course,  interna- 
tional organized  crime.  The  mark  up  on  street  heroin  is  as  high  as 


Captain  Hoarn  is  chief  of  drug  and  alcohol  abuse  control  programs  for  the  Strategic  Air 
Command  with  headquarters  at  Omaha,  Nebraska.  He  wishes  to  make  it  unmistakably 
clear  that  the  views  contained  in  this  article  are  his  own,  and  in  no  way  reflect  the  official 
position  of  the  U.S.  Air  Force  or  the  Strategic  Air  Command.  References  for  this  paper  are 
available  from  the  editor. 
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225,000  percent,  and  despite  the  relatively  sizeable  overhead  and  operat- 
ing expenses  entailed  in  conducting  a business  outside  the  law  (includ- 
ing big  payola  to  corrupt  cops  and  police  bureaucrats),  the  underworld 
reaps  fantastically  huge  net  returns  on  this,  the  most  lucrative  of  its 
conglomerate  interests.  Law  enforcement  interception  only  stops  five 
percent  of  the  product  from  reaching  its  consumers.  That  isn’t  much 
shrinkage.  Lots  of  big  retail  stores  lose  more  than  10  percent  to 
employee  thieves  and  shoplifters,  many  of  whom  are  addicts. 

The  actual  heroin  brokerage  and  distribution  system  has  about  eight 
levels.  Almost  without  exception,  law  enforcement  attention  affects 
operators  only  at  the  bottom  two  or  three  levels,  small  fish,  usually 
addicts  themselves,  who  deal  primarily  to  support  their  own  habits.  They 
take  most  of  the  risks  and  realize  only  a tiny  fraction  of  the  mark  up. 

The  big  boys  at  the  top  hardly  ever  have  problems  with  lawmen,  unless 
of  course  they  fail  to  make  promised  payoffs.  The  big  boys  are  interna- 
tional businessmen  who  have  a lifestyle  largely  indistinguishable  from 
the  captains  of  our  other  large  business  concerns — including  the  business 
of  governing.  They  reside  in  the  same  posh  suburbs,  have  plush  apart- 
ments in  the  same  European  capitals,  circulate  in  the  same  social  sets, 
and  send  their  kids  to  the  same  exclusive  private  schools. 

The  Instant  Escape 

Not  to  be  forgotten  in  any  list  of  beneficiaries  are  the  users  themselves. 
They  buy  a product  they  want  and  they  pay  a terrible  price.  But  no  one 
can  deny  that,  at  first,  heroin  provides  a source  of  immediate  gratifica- 
tion and  welcome  “fast,  fast,  fast  relief’  from  a life  without  basic  necess- 
ities in  crowded  ghettos;  or  from  a comfortable  but  rootless  suburban 
existence  that  lacks  sufficient  familial  caring  and  parental  attention  and 
is  devoid  of  stimulating  and  meaningful  challenges.  Heroin  seems  at  first 
to  be  instant  escape  from  the  inevitable  conclusion  that  life  is  cruel  and 
purposeless.  It  can  also  get  a parent’s  attention  in  a hurry — sometimes. 

Another  thing  about  heroin  is  that  when  it’s  of  good,  pure  quality  (street 
stuff  rarely  is),  it’s  less  toxic  to  the  body  than  most  other  drugs,  including 
the  over-the-counter  ones.  Dr.  Vincent  P.  Dole,  a specialist 'in  human 
metabolism  at  Rockefeller  University,  with  years  of  experience  examin- 
ing and  testing  long-addicted  heroin  addicts  says,  “Cigarette  smoking  is 
unquestionably  more  damaging  to  the  human  body  than  heroin.” 
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About  the  only  real  problem  with  heroin  itself  is  that,  like  the  other 
common  sedatives,  alcohol  and  barbiturates,  heroin  is  addictive  and  too 
much  can  be  fatal.  When  closely  examined,  nearly  all  the  other  physio- 
logical,.psychological,  and  sociological  problems  commonly  attributed  to 
heroin  are  actually  traceable  to  consequences  of  th^ocio-economic  con- 
ditions created  by  our  narcotics  prohibition  laws. 

John  Rublowsky,  author  of  The  Stoned  Age  writes  that  in  1913,  not  a 
notorious  year  for  crime,  the  country’s  per  capita  opiate  addiction  rate 
“was  considerably  higher  than  today.”  But  no  one  complained  of  a 
drug  problem.  Those  who  wanted  drugs — almost  any  drug^ — simply 
purchased  them  at  drugstores  or  by  mail  order  at  an  affordable  price. 
But  then  sale  or  possession  of  narcotics  was  made  illegal,  and  the  result 
was  the  tragic  chaos  we  see  today. 


Ignorant  Social  Stigma 

According  to  Rublowsky,  perhaps  the  most  deadly  consequence  came 
when  the  underworld  moved  into  the  newly-created  illegal  narcotics 
field,  and  gradually,  “a  daily  dose  for  the  typical  addict  that  should  cost 
no  more  than  a few  cents  a day  went  up  to  $50  a day.”  Addicts  of  course 
turned  to  theft  to  support  their  habit. 

I’ve  long  thought  that  the  Harrison  Narcotics  Act  of  1914  should  have 
been  subtitled,  “How  to  Launch  a Disastrous  Crime  Wave.”  As  Dr. 
Thomas  Szasz,  a professor  of  psychiatry  at  Syracuse  University  has  put 
it,  “In  the  history  of  mankind,  many  more  people  have  been  injured  or 
killed  by  laws  than  by  drugs,  [and]  by  politicians  than  by  pushers.” 

We  could  launch  a similar  crime-and-chaos  wave  by  outlawing  insulin. 
In  no  time,  the  underworld  would  take  over  the  insulin  concession,  raise 
prices,  and  our  diabetics  would  get  in  shape  to  run,  as  some  wit 
described  the  average  125  lb.  junkie  capable  of  doing,  the  100-yard  dash 
in  4.3  seconds  while  carrying  two  TV  sets  and  an  air  conditioner. 

That’s  not  as  far-fetched  a parallel  as  it  first  seems.  It’s  not  even  particu- 
larly novel.  After  all,  diabetics  need  insulin  to  keep  from  being  sick,  just 
as  junkies  must  have  heroin  to  stave  off  withdrawal  sickness.  Some  pro- 
test that,  “Junkies  brought  their  disease  of  addiction  on  themselves.” 
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Well,  many  diabetics  are  responsible  in  large  part  for  the  development  of  ■ 
their  condition.  Everybody  knows  that  eating  too  many  sweets  and  ; 
drinking  too  much  alcohol  can  turn  a latent  diabetic,  who  would  other-  ! 
wise  have  no  symptoms,  into  a full-blown  case.  Strange  how  diabetics 
used  to  carry  the  same  kind  of  ignorant  social  stigma  now  reserved  for 
our  alcoholics  and  those  suffering  from  heroin  addiction.  When  will  we 
ever  learn  compassion? 

God’s  Own  Medicine 

In  any  case,  the  real  question  is  that,  if  our  narcotics  laws  have  spawned 
a crime  wave  and  caused  so  much  suffering,  why  didn’t  we  get  rid  of 
them  a long  time  ago?  Again,  it’s  time  to  look  for  beneficiaries.  In  the 
late  1 800s,  narcotics  use  began  to  look  like  a serious  contender  against 
alcohol  in  the  recreational  drug  scene.  Racist  attitudes  towards  persons  of 
Chinese  extraction  kept  all  but  non-conformists  and  down-and-outers 
away  from  opium  dens.  But  laudanum  [morphine-alcohol  base]  com- 
pounds such  as  Lydia  Pinkham’s  Potion  and  Dwyer’s  Cherry  Pectoral  i 
were  common  over-the-counter  drugs  known  as  “women’s  friends.”  | 
Users  and  addicts,  mostly  women,  could  be  found  in  all  segments  of 
society.  Morphine-based  drugs  were  also  administered  to  small  children 
to  keep  them  calm.  Many  Civil  War  veterans  were  addicted  to  the  mor- 
phine that  had  been  given  to  the  wounded,  because  of  its  excellent  pain- 
killing properties.  In  fact,  morphine  addiction  was  so  prevalent  in  the 
ranks  that  it  became  known  as  “Soldiers’  Disease.”  Oddly  enough,  her- 
oin, simply  a more  refined  version  of  morphine,  was  at  first  thought  to  be 
a cure  for  Soldiers’  Disease. 

During  the  post-Civil  War  period  when  the  wonder  drug  [also  called 
G.O.M.  for  “God’s  Own  Medicine”]  was  steadily  winning  new  con- 
verts on  its  own,  pathologists  were  producing  much  new  evidence  of  the 
severe  harm,  including  suspected  brain  damage  [since  confirmed], 
caused  by  alcohol,  our  number  one  drug  then  and  now.  Alcohol  had  its 
ardent  detractors  in  the  abolitionist  movement,  but  more  importantly, 
physicians  treating  alcoholics  began  to  believe  in,  and  see  great  benefits  , 
that  could  result  if,  failing  abstinence,  alcohol  addicts  could  be  switched 
over  to  the  less  toxic  “morphia  habit.”  Advantages  of  converting  alco- 
holics to  morphine  were  pointed  out  as  late  as  1928  by  Dr.  Lawrence 
Kolb,  assistant  surgeon  general  of  the  United  States  Public  Health  Ser- 
vice. Needless  to  say,  these  developments  could  not  have  been  well 
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received  among  the  nation’s  alcoholic  beverage  producers:  two  threats  to 
their  livelihood  at  once,  narcotics  and  fanatic  abolitionists. 


Outflanked  by  WCTU 

The  alcohol  industry  had  every  reason  to  join  forces  with  the  old-guard 
pharmaceutical  houses  to  pit  their  formidable  lobbying  machines  against 
the  social-recreational  use  of  morphine  and  heroin.  The  established  pre- 
scription pharmaceutical  firms  could  not  help  but  be  upset  because 
everybody  and  his  brother  was  free  to  make  and  sell  the  best  drug  ever, 
morphine,  in  everything  from  mail-order  catalogues  to  general  stores. 
Tighter  laws,  involving  federal  licensing  of  manufacturing  and  distribu- 
tion, would  virtually  assure  the  old  guard  of  a monopoly  on  the  franchise 
for  the  wonder  drug. 

The  result  of  all  the  lobbying  by  vested  interests  in  the  U.S.  was  the 
Harrison  Narcotics  Act  of  1914,  and  subsequent  restrictive  laws  control- 
ling the  production,  sale,  distribution,  possession,  and  use  of  opiate-base 
drugs.  Morphine  could  no  longer  pose  a threat  to  the  most  popular 
socially-accepted  sedative,  alcohol.  And  “the  club,”  our  old-guard  phar- 
maceutical firms,  got  their  cherished  monopoly. 

The  alcohol  industry  must  have  squandered  too  much  of  its  war  chest 
fighting  off  morphine,  because  the  abolitionists,  led  by  the  Women’s 
Christian  Temperence  Union  (WCTU),  were  able  to  outflank  them  and 
succeeded  in  bringing  about  prohibition  of  alcohol  in  1920. 

It’s  worthy  of  note  that  there  haven’t  since  been  any  significant  populist 
anti-narcotic  movements  similar  to  the  alcohol  abolitionists  who  tem- 
porarily triumphed  over  “Demon  Rum.”  Narcotics  use  simply  wasn’t 
considered  a significant  problem  by  the  public  until  after  the  vested  inter- 
ests began  their  “educational”  campaigns.  But  for  a while  at  least,  the 
alcohol  industry  had  to  operate  “outside  the  law”  much  the  same  as 
organized  crime  still  operates  the  narcotic  concession  today. 

Even  during  prohibition,  alcohol  had  one  good  thing  going  for  it:  never 
was  it  illegal  to  use  alcohol.  Only  manufacturing-for-sale,  sale,  and  pub- 
lic consumption  were  prohibited.  People  were  free  to  use  all  they 
wanted,  which  helped  assure  the  eventual  repeal  of  prohibition.  Prohibi- 
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tion  was  a short-lived  crime  wave  insofar  as  alcohol  was  concerned. 
When  it  was  lifted,  the  Internal  Revenue  Service  also  became  a big 
beneficiary.  According  to  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA)  director  Dr.  Morris  Chavetz,  IRS  collects  more 
money  in  alcohol  taxes  these  days  than  the  federal  government  spends 
on  public  education.  That’s  easy  to  believe  when  we  realize  that  Ameri- 
can consumers  spend  more  than  $3.1  million  per  hour  on  alcohol,  24 
hours  a day,  for  a total  of  $27.2  billion  per  year.* 

Battle  Rages  on 

It  appears  that  I’ve  suggested  laws  can  be  bought  and  sold  like  any  other 
commodity.  Nothing  could  be  closer  to  the  truth.  Most  pieces  of  legisla- 
tion are  written  and  pushed  by  lobbies,  not  our  elected  representatives. 
This  is  not  to  say  that  all  legislators  are  corrupt  and  can  be  bought 
directly  through  campaign  contributions  and  the  like  (many  are  of 
course).  But,  all  legislators  are  open  to  persuasion.  For  instance,  today 
it’s  common  knowledge  that  the  alcohol  industry  is  busy  waging  a mas- 
sive anti-marihuana  offensive.  And  the  tobacco  industry  is  just  as  busy 
lobbying  for  the  right  to  manufacture  and  market  marihuana  cigarettes. 

For  now,  it  can  be  safely  reported  that  the  alcohol  industry  is  ahead 
thanks  to  a fantastically  successful  move  on  the  consumer  front,  of  all 
places.  The  introduction  of,  and  slick  marketing  campaign  for,  the  new 
tutti-frutti  flavored  “pop”  wines  has  made  them  the  favorite  of  teenage 
and  pre-teen  drinkers. 

Morris  Chavetz  says  that,  “The  whole  pop  wine  market  [apple,  straw- 
berry, and  grape]  is  not  the  alcohol  beverage  choice  of  adults,  but 
appeals  to  the  teenage  market.  And  [liquor  stores]  cannot  keep  enough 
in  stock.”  He  also  recently  announced  that,  “Every  indicator  and  every 
statistic  we  have  tells  us  that  the  switch  is  on — from  a wide  range  of 
other  drugs  to  the  most  devastating  of  all:  alcohol.” 

The  super-sweet  pop  wines  are  without  doubt  a stroke  of  genius  on  the 
part  of  the  alcohol  industry,  a move  that  may  have  set  the  tobacco  indus- 
try’s marihuana  cause  back  for  years.  In  fact  the  wines  have  been  so  suc- 
cessful with  youngsters  that  now  a new  grape-flavored  malt  liquor  is 


* Canadians  spend  about  $240,000  per  hour,  24  hours  a day,  for  a total  of  $2.1  billion  per 
year  (Statistics  Canada,  1972). 
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reportedly  being  test-marketed.  The  battle  for  the  public’s  tastes  and  the 
minds  of  their  elected  representatives  rages  on. 


Lobbying = Law-buying 

This  battle  is  one  that  costs  big  money.  Therefore,  it’s  not  at  all  outlan-  * 
dish  to  view  laws  as  free  trade  commodities  and  lawmaking  as  a saleable  t 
service  available  to  the  highest  bidder,  usually  one  vested  interest  or 
another.  The  narcotics  prohibition  laws  were  a product  of  intensive 
lobbying,  and  are  kept  with  us  by  continuous  lobbying.  And  lobbying  is  ; 
just  another  term  for  law-buying.  The  two  terms  even  sound  the  same. 

Our  next  group  of  beneficiaries  is  the  law  enforcement  industry.  Not  the  < 
rank-and-file  who  are  out  on  the  streets  risking  their  necks  to  protect  1 
lives  and  property,  but  the  bureaucrats  who  direct  operations  and  act  as 
public  spokesmen — lobbyists — for  the  industry.  Their  business  is  like 
any  other.  Executive  lawmen  have  a product  which  they  must  market. 
The  product  is  a service  consisting  of  fighting  crime. 

Lawmen  are  like  all  other  humans.  The  ambitious  get  ahead.  They  want 
bigger  homes,  better  cars,  nicer  furniture,  college  for  their  kids,  and  I 
fatter  incomes,  just  like  anyone  else  who  seeks  to  get  ahead  in  our  free 
enterprise  system.  In  order  for  lawmen  to  have  the  same  opportunities 
for  advancement  and  affluence  that  are  rewards  for  diligence  in  other 
enterprises,  there  must  be  a similar  growth  and  expansion  at  all  times.  | 
The  industry’s  services  must  become  increasingly  important  and  indis- 
pensable to  consumers.  In  this  case,  the  entire  public. 

As  did  alcohol  prohibition,  on  a limited  temporary  basis,  narcotics  pro- 
hibition has  provided  a perfect  vehicle  for  insuring  the  steady  increase  in 
demand  for  law  enforcement  services — demand  that  is  necessary  for  any 
service  industry  to  thrive.  The  Federal  Bureau  of  Narcotics  and  Danger- 
ous Drugs  (BNDD) — now  joined  by  the  Drug  Enforcement  Adminis- 
tration (DEA) — has  grown  to  be  one  of  the  most  important  federal  j 
agencies. 

Glamor-growth  Industry 

Similarly,  the  private  protection  industry  has  also  become  a glamor- 
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growth  enterprise.  Most  property  crimes  are  committed  by  addicts  and 
users.  Without  them,  security  guard  services  and  electronic  alarm  and 
surveillance  manufacturers,  along  with  a veritable  army  of  distributors 
and  maintenance  personnel,  would  be  out  of  business. 

The  folks  who  populate  the  executive  suites  of  the  law  enforcement 
industry,  in  both  the  public  and  private  sectors  of  the  economy,  advertise 
the  need  for  and  promote  their  services  relentlessly  to  keep  up  demand. 
Studies  turned  out  by  “scholarly”  researchers  inching  their  way  up  in  the 
caste-system  of  academe  come  up  with  grave  findings,  such  as  : “Heroin 
causes  rotten  teeth.”  Despite  the  appalling  methodology  of  these  studies, 
DEA  and  friends  publish  the  conclusions  with  official  pronouncements 
and  sensational  news  releases.  They  are  incorporated  into  testimony 
given  to  Congressional  committees  conducting  hearings  on  drug  control 
legislation.  Worse  yet,  the  news  releases  and  testimony  are  touted  by  the 
media  with  such  repetitiveness  that  the  public  actually  believes  that  her- 
oin is  the  most  dreadful  substance  on  earth,  endowed  with  fantastic 
destructive  powers,  including  the  ability  to  rot  teeth. 


Super-cops  and  Superflies 

The  deception  doesn’t  stop  with  news  items,  either.  In  fictional  books, 
magazine  stories,  movies,  and  TV,  the  never-ending  battle  between  the 
glamorous  “super-cops”  and  the  sinister  “superflies”  makes  for  an  inex- 
haustable  supply  of  good-versus-evil  plots  with  plenty  of  the  key  ingredi- 
ent— violence.  Law  enforcement  agencies  eagerly  assist  with  the  produc- 
tion [“Greatful  acknowledgment  is  made  to  the  men  of  the. . . . ”]  of  this 
garbage  because  it  provides  them  with  hours  and  hours  of  free,  prime- 
time exposure  for  their  product. 

Harry  Anslinger,  former  BNDD  commissioner,  tended  to  alarm  the 
public  with  crime  statistics  and  fearful  pronouncements  about  the  alleged 
effects  of  the  drugs  he  was  set  up  in  business  to  control.  Incidentally,  it’s 
worthy  of  note  that,  all  the  while,  Anslinger  was  arranging  to  supply 
morphine  to  a prominent  congressmen  who  had  been  addicted  for  years. 
Anslinger  and  his  soulmates  have  built  quite  an  empire  for  themselves. 
People  who  accuse  bureaucrats  of  lacking  business  acumen  should  take  a 
second  look  at  “public  servants”  like  Harry  Anslinger.  Because,  in  the 
same  way  fuel  economy  statistics  sell  compact  cars,  crime  statistics. 
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fueled  mainly  by  the  Harrison  Narcotics  Act,  are  selling  a war  on  crime 
to  the  public.  A war  which  is,  to  a great  extent,  a war  on  those  suffering 
from  addiction. 


Return  to  Legal  Narcotics 

The  statistically-increasing  size  of  the  enemy  in  the  war  on  crime  is  used 
to  justify  expansions  of  police  departments,  new  facilities,  and  new 
equipment.  Of  course  this  means  bigger  salaries  for  administrators  com- 
mensurate with  managing  their  larger  departments.  The  private  protec- 
tion industry  uses  the  same  crime  statistics  in  their  advertising  to  sell 
more  sophisticated  surveillance  and  alarm  devices  and  to  expand  the 
security  guard  business.  All  of  this  healthful  growth  makes  for  the  bigger 
and  better  houses,  the  fatter  incomes,  and  so  forth.  All  things  the  execu- 
tives in  organized  crime  and  the  top  men  in  the  alcohol  industry  and  the 
pharmaceutical  firms  already  have. 

Next  on  our  list  of  beneficiaries  are  the  rehabilitation  folks  in  the  help- 
ing professions.  These  are  the  people  who  are  admittedly  the  least  happy 
with  the  conditions  benefiting  them.  Even  so,  the  drug  crisis  has  been 
nothing  short  of  a bonanza  for  expanding  the  social  services  industry. 
Huge  bureaucracies  charged  with  treating  addicts  have  mushroomed  at 
local,  state,  and  federal  levels.  Not  many  addicts  have  quit  using  drugs, 
but  never  before  has  social  work  been  such  an  important  and  attractive 
field  for  employment.  There  are  plenty  of  lucrative  administrative  jobs, 
conventions  to  go  to,  cocktail  parties,  fund-raising  benefits — everything 
necessary  for  the  upward  mobility,  income  growth,  and  social  status  that 
are  features  of  any  growth  enterprise. 

A common  means  of  treatment  is  to  addict  addicts  to  methadone,  a 
synthetic  version  of  heroin,  much  more  potent  [it  is  administered  orally, 
not  intravenously,  and  a single  dose  can  last  up  to  several  days]  and 
much  more  legal.  The  distinguishing  feature  of  these  programs  is  ines- 
capable: a return  to  legal  narcotics. 

An  alarming  number  of  addicts  in  methadone  programs  are  also  becom- 
ing alcoholics.  And  some  rehabilitation  industry  publications  are  worry- 
ing in  editorials  that  drug  education  and  treatment  workers  are  getting 
into  alcohol  in  a big  way,  too.  That’s  even  worse  news  than  we  had  last 
year  when  Frances  Verrinder,  former  editor  of  Britain’s  now  defunct 
Drugs  and  Society  magazine,  pointed  out  in  the  National  Drug  Reporter 
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that  she  encountered  a particularly  heavy  amount  of  drug  use  by  drug 
education  and  treatment  people  during  her  stay  in  America.  Of  course 
it’s  only  fair  to  point  out  that  the  “drug  use”  she  referred  to  was  almost 
always  limited  to  moderate  use  of  marihuana.  And  it’s  being  smoked  by 
drug  education  and  rehab  workers  because  they’re  convinced  that  smok- 
ing it  is  infinitely  safer  than  drinking  alcohol.  So  much  for  the  rehabilita- 
tion industry  and  its  foibles. 


Medical  Terrorism 

Not  to  be  forgotten  on  anybody’s  list  of  beneficiaries  is  the  corrections 
industry.  Property  crimes  and  other  illegal  activities  connected  with  her- 
oin have  filled  our  prisons  to  overflowing — an  influx  providing  for 
immense  growth  and  opportunity  in  the  corrections  field.  Thousands  of 
young  people  who  might  have  otherwise  sought  careers  involved  with 
producing  consumer  goods  are  employed  by  prisons  and  probation 
departments.  To  make  things  worse,  their  charges  are  also  diverted  from 
the  process  of  making  and  distributing  consumer  goods  and  services.  [It 
also  costs  a fortune  to  keep  them  on  ice.  Bureau  of  Prisons  statistics  indi- 
cate that  maintaining  a prisoner  costs  up  to  $16,000  per  year.] 


A good  case  could  be  made  for  asserting  that  a big  factor  in  our  spiraling 
inflation  is  that  we  are  paying  too  many  able-bodied  people  to  fill  roles 
that  don’t  produce  the  consumer  goods  and  services  we  all  want  to  have. 
And  “soaring  prices”  and  “inflation”  are  just  terms  that  mean  too  many 
dollars  are  chasing  after  too  few  consumables.  Inflationary  jobs,  of 
course,  include  defense-related  employment.  But  thousands  upon  thou- 
sands more  depend  on  our  narcotics  laws,  and  repeal  would  mean  that 
those  human  resources  could  be  available  for  employment  in  productive 
sectors  of  the  economy. 

If  they’re  not  making  consumables,  what  are  prisoners  doing?  Correc- 
tions bureaucrats  call  it  behavior  modification,  but  the  cons  call  it  medi- 
cal terrorism.  What’s  happening  to  them  is  operant  conditioning  and 
aversion  therapy  on  a mass  scale. 

Orwellian  Social  Planning 

According  to  behaviorist  psychologist  James  V.  McConnell  of  the  Uni- 
versity of  Michigan,  the  power  to  restructure  the  entire  personality  of 
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The  statistically-increasing  size  of  the 
enemy  in  “the  war  on  crime”  is  used  to 
justify  expansions  of  police 
departments,  new  facilities,  and  new 
equipment.  However,  law  enforcement 
interception  only  stops  five  percent  of 
heroin  from  reaching  consumers. 


prisoners  is  within  society’s  grasp  at  last  and  the  appropriate  therapies 
are  either  already  underway  or  in  the  planning  stages  at  prisons  across 
the  country.  He  says,  “I  believe  the  day  has  come  when  we  can  combine 
sensory  deprivation  with  drugs,  hypnosis,  and  astute  manipulation  of 
reward  and  punishment  to  gain  absolute  control  over  an  individual’s 
behavior.”  He  goes  on  to  say,  “We  should  reshape  our  society  so  that 
we  all  would  be  trained  from  birth  to  want  to  do  what  society  wants  us 
to  do.  We  have  the  technologies  now  to  do  it ...  . No  one  owns  his  own 
personality  ....  You  had  no  say  about  what  kind  of  personality  you 
acquired,  and  there’s  no  reason  to  believe  you  should  have  the  right  to 
refuse  to  acquire  a new  personality  if  your  old  one  is  anti-social.” 

Wayne  Sage,  a contributing  editor  of  Human  Behavior  mdigdiZmQ,  reports 
the  corrections  industry  has  lots  more  in  store.  “In  the  backwoods  of 
North  Carolina,  near  the  tiny  village  of  Butner,  the  Federal  Bureau  of 
Prisons  is  constructing  a mammoth  42-acre  complex.  . . . Butner  will  be 
the  first  in  a series  of  three  such  facilities  and,  under  the  enormous  con- 
struction program  to  follow,  66  new  prisons  are  to  be  built,  including  12 
special  youth  facilities  that  will  employ  operant  conditioning  to  re-mold 
juveniles.  . . . Target  date  for  completion  of  the  entire  system  is,  ironi- 
cally, 1984”. 

It’s  easy  to  see  that  the  Orwellian  social  planners  in  the  corrections 
industry  and  their  behavioral  psychologist  mentors  in  academe  are  hav- 
ing a field  day  with  war-on-crime  funds.  They  too  benefit  immensely 
from  our  present  narcotics  laws.  It  just  may  be  that  the  narcotics  laws, 
coupled  with  behavior  modification  in  the  prisons,  is  the  last,  but  most 
lethal  weapon  of  the  sacred  institution  of  cultural  racism.  Many  ghetto 
drug  treatment  workers  seem  to  think  so.  Johnny  “Gypsy”  Dancer, 
head  of  Black  Cross,  an  organization  that  works  with  street  addicts  in 
Miami,  says  he  wants  heroin  legalized.  He  wants  to  teach  users  to  be 
weekend,  controlled  users  “like  white  folks  going  on  a weekend  binge 
with  alcohol.” 

One  thing  is  certain:  As  long  as  narcotics  prohibition  remains  with  us, 
the  kind  of  social  control  that  keeps  most  social  drinkers  from  becoming 
alcoholics  will  never  get  the  chance  to  operate  in  the  heroin-using  popu- 
lation. And  as  we’re  just  starting  to  really  learn  with  alcohol,  encourag- 
ing social  control  and  teaching  responsible  use"  is  the  key  to  curbing 
abuse  and  preventing  addiction. 


29 


Despite  Everything — Inertia 

Proponents  of  cultural  racism  are  the  last  to  be  added  to  the  list  of 
all-too-willing  beneficiaries.  That’s  quite  a list,  quite  a lot  of  folks.  In 
fact,  so  many  of  us  are  so  busy  making  lots  of  headway  with  our  own 
private  interests  as  we  build  our  new  industries  and  expand  old  ones, 
that  only  a very  few  of  us  have  had  time  to  seek  real  solutions.  These 
solutions  lie  in  understanding  that  restrictive  laws  are  severely  limited  in 
their  ability  to  cope  effectively  with  some  problems,  and  that  proper 
education  and  social  control  should  be  implemented  to  do  jobs  that 
restrictive  laws  can’t. 

In  spite  of  continuing  wars  on  crime,  pious  pronouncements,  heavier 
penalties  (more  of  the  same  bad  medicine),  dramatic  “scare  tactic”  edu- 
cation,  and  token  efforts  to  assist  sufferers,  inertia  goes  on  blocking  thelL 
only  solutions  which  might  actually  eliminate  the  problems  associated  I, 
with  heroin  addiction — problems  that  quietly,  but  surely,  producej 
by-product  benefits  for  vested  interests  who  seem  content  with  the  status!  i 
quo.  I 

Some  rays  of  hope  are  on  the  horizon,  however.  Countervailing  forces  in  ' ' 
the  economy  are  beginning  to  appear.  Non-beneficiary  sectors  in  busi-  ^ 
ness  and  industry  are  just  beginning  to  count  the  cost  of  the  status  quo. 
The  productivity  losses  stemming  from  alcoholism  on-the-job  have 
recently  been  re-estimated  at  some  $25  billion  annually  (Canadian  esti-  ) 
mate  is  $250  million  annually).  Government  Accounting  Office  data 
indicate  that  between  four  and  eight  percent  of  the  total  federal  work  j ! 
force  suffers  from  alcoholism;  and,  on  the  average,  affected  workers  are  | 
losing  25  percent  of  their  productivity  each  year.  Every  shiny  new  auto  i > 
off  Detroit’s  assembly  lines  has  been  put  together,  in  part,  by  some 
heroin  addicts  and  an  awful  lot  more  alcoholics. 

Call  for  Change 

For  these  reasons,  there  is  an  ever-increasing  awareness  that  the  joy  in 
the  councils  of  organized  crime  and  the  boardrooms  of  the  alcohol 
industry  is  directly  linked  to  the  wailing  and  gnashing  of  teeth  in  the 
boardrooms  of  our  manufacturers  who  are  in  a state  of  hopeless  dismay 
over  the  productivity  crisis.  That  same  quandary  is  alarming  agencies  of 
government  where  there  is  a high  degree  of  concern  for  the  human 
resources  of  our  nation. 
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More  and  more  leaders  in  business,  government,  and  the  professions  are 
speaking  out  against  paying  the  price  for  maintaining  the  unwieldly 
monolith  founded  by  the  Harrison  Narcotics  Act  and  other  legislation 
that  protects  and  benefits  the  vested  interests  of  organized  crime,  war- 
on-crime  chieftains,  the  alcoholic  beverage  producers,  and  the  pharma- 
ceutical cartel.  Morris  Chavetz,  NIAAA  director,  recently  warned  the 
Distilled  Spirits  Council  of  the  United  States  [DISCUS]  that  only 
responsible  actions  by  the  industry  itself  can  delay  such  action  as  warn- 
ing labels  for  alcoholic  beverage  containers,  severely  restricting  or  elimi- 
nating advertising,  and  earmarking  tax  revenues  for  alcoholism  treat- 
ment programs.  He  has  challenged  the  liquor  industry  to  work  with 
NIAAA  as  “full  and  willing  partners,  rather  than  as  reluctant  allies  or 
partial  antagonists.”* 

As  enlightenment  spreads,  the  call  for  change  will  grow  stronger.  The 
time  is  near,  for  already  America’s  productivity  woes  and  inflation  are 
putting  us  at  a severe  disadvantage  in  the  world  economy.  The  day  may 
be  coming  soon  when  we  will  see  the  National  Association  of  Manufac- 
turers (NAM),  the  “Big  Three”  automakers,  the  Congress  on  Racial 
Equality  (CORE),  the  Southern  Christian  Leadership  Conference 
(SCLC),  the  Urban  League,  Common  Cause,  the  AFL-CIO,  the  Amer- 
ican Civil  Liberties  Union  (ACLU),  and  a host  of  others  who  never 
dreamed  they’d  be  allies  on  any  issue,  all  lobbying  powerfully  for  repeal 
of  narcotics  prohibition  and  for  new  restrictions  on  the  promotion  and 
advertising  of  alcohol. 


* See  “On  Marketing  the  Malt”  Addictions,  Winter,  1974,  for  a Canadian  reaction  to  the 
problem. 
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" False  facts  are  highly  injurious  to  the 
progress  of  science,  for  they  o ften  endure 
long:  hut  false  views,  if  supported  hy 
some  evidence,  do  little  harm,  for  everyone 
takes  a salutary  pleasure  in  proving 
their  falseness.” 

Charles  Darwin 


-LUSTRATIONS  BY  WALTER  STEFOFF 


creacmeih:  goaiiS 

; FOR  ALCOGOklCS 

-the  great  debate  continues 


Is  alcoholism  a progressive,  irreversible  disease  that  can  only  be  arrested, 
never  cured?  To  live  soberly  must  an  alcoholic  abstain  from  alcohol  for 
the  revSt  of  his  life? 


For  years  the  majority  of  the  recovering  members  of  Alcoholics  Anony- 
mous have  answered  these  questions  unequivocally:  “Put  the  plug  in  the 
jug!”  “Once  an  alcoholic,  always  an  alcoholic!”  Frustrated  by  their  lack 
of  treatment  success  with  this  largest  of  the  drug  abusing  populations, 
most  professional  alcohologists — those  psychiatrists,  physicians,  psy- 
chologists, social  workers,  and  others  who  treat  alcoholism — have  con- 
ceded AA’s  point.  Abstinence  is  the  only  way.  In  order  to  begin  recover- 
ing (since  there  is  no  cure  it  follows  that  recovery  must  be  a lifelong 
process),  the  alcoholic  must  learn  that  it  is  dangerous  for  him  to  give  into 
his  compulsive  craving  for  alcohol.  Forewarned,  he  must  be  forearmed 
with  the  knowledge  that  if  he  takes  that  first  drink  he  will  inevitably, 
sooner  or  later,  lose  control  of  his  drinking  again  and  resume  the  down- 
ward spiral  of  the  disease  of  alcoholism  toward  “insanity  or  death.” 


Mr.  Penningroth,  who  has  an  M.A.  in  social  science  from  the  University  of  Guam,  is 
alcohol  program  coordinator  with  the  department  of  mental  health  services,  Kern  County, 
California. 


itroversy  over  whether  ‘'one  drink  is  a drunk"  has  been 
since  the  sixties.  In  the  last  issue  of  Addictions  Mark 
LiriSa  Sobell  dismissed  an  alternative  treatment  goal  to  absti- 
nence— controlled  drinking.  The  following  article  pulls  together 
their  findings  and  tho.se  of  others  and  puts  them  in  context  with 
^ihe  traditional  di.sea.se  conrept  of  alcoholism. 


Abstinence  must,  therefore,  be  the  only  goal  in  the  treatment  of  alcohol- 
ism. Rejection  of  the  treatment  goal  of  abstinence  by  an  alcoholic  is  a 
symptom  of  the  disease  itself — denial. 

So  prevalent  is  this  point  of  view  among  recovering  alcoholics  and  alco- 
hologists  (the  groups  are  not  mutually  exclusive)  that  it  is  still  often  the 
practice  to  assess  an  alcoholic’s  “motivation”  for  treatment  almost  solely 
on  the  basis  of  his  acceptance  of  the  disease  concept  of  alcoholism  and 
the  corollary  treatment  goal  of  abstinence.  Those  who  may  want  help 
with  drinking  problems  but  cannot  or  will  not  accept  the  label  “alco- 
holic” or  the  necessity  of  abstinence,  as  well  as  those  who  enter  treat- 
ment for  abstinence  but  then  “slip”  into  drinking  again,  are  frequently 
deemed  “unready”  for  treatment. 

Borrowing  from  AA  terminology,  alcohologists  may  be  heard  to  ruefully 
remark  about  such  patients  that  they  haven’t  yet  “hit  bottom.”  They  will 
have  to  continue  to  suffer  the  progressive  social  and  physical  ravages  of 
the  disease  until  they  “hurt  enough”  to  accept  the  fact  that  they  must 
finally  give  up  alcohol  or  die. 

The  Water  Wagon — Required  Transportation 

While  there  have  been  some  gradual  modifications  of  this  harsh  dialectic 
in  favor  of  earlier  intervention — “raising  the  bottom,”  i.e.  manipulating 
circumstances  so  that  the  alcoholic’s  suffering  becomes  unbearable 
sooner  than  it  would  have  in  the  ordinary  course  of  events — the  underly- 
ing concept  of  the  disease  and  the  logic  of  its  treatment  remain  basically 
unchanged  and  are  the  rationale  for  most  of  the  treatment  programs  cur- 
rent in  North  America  today.  The  water  wagon  is  still  required  transpor- 
tation for  the  ongoing  journey  of  recovery. 

But  not  all  alcohologists  are  convinced  that  the  disease  concept  of  alco- 
holism is  accurate,  or  that  abstinence  must  or  even  should  be  the  only 
treatment  goal.  During  the  ’60s  a number  of  researchers  tested  the 
assumptions  of  the  prevailing  concept — with  surprising  and  controver- 
sial results.  Studying  the  intoxication  of  alcoholic  subjects  in  controlled 
settings,  investigators  found  no  evidence  of  a physiological  or  psycholog- 
ical craving  for  more  alcohol  as  the  result  of  inebriation.  Nor  did  they 
find  that  one,  or  many  drinks,  or  even  a bout  of  drunkenness  produced 
the  symptom  loss  of  control.  To  criticism  that  such  experiments  were 
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artificial  because  they  were  conducted  in  hospital  or  clinic  settings,  one 
researcher  spoke  for  many  others  when  he  replied  that  “alcoholism  is  a 
! strange  disease,  indeed,  if  its  primary  symptoms  disappear  in  a therapeu- 
tic environment.” 

Rum  on  an  Open  Fire 

Even  more  disturbing  to  those  committed  to  the  disease  concept  of  alco- 
holism were  the  occasional  reports  of  a small  but  significant  percentage 
of  alcoholics,  treated  in  programs  where  abstinence  was  the  only  treat- 
ment goal,  who  on  follow-up  were  found  to  be  drinking  normally,  or  at 
i least  not  alcohol  ically.  But  such  reports  were  scattered  throughout  the 
scientific  literature  and  largely  ignored  or  forgotten  until,  during  the 
design  of  an  experimental  treatment  program  for  alcoholism,  a Califor- 
nia research  team  led  by  two  young  psychologists,  Mark  and  Linda 
Sobell,*  collected  more  than  60  of  these  references  to  normal  drinking  in 
recovered  alcoholics. 

Suddenly  it  seemed  that  far  more  alcoholics  had  returned  to  normal 
drinking  than  professional  alcohologists  believed  possible.  This  fact 
raised  another  important  question:  If  patients  who  had  been  alcoholic 
could  return  to  normal  drinking  without  any  treatment  program  specifi- 
cally designed  to  help  them  achieve  this  goal,  would  it  be  possible  to 
design  a treatment  program  that  could  successfully  help  alcoholics 
I resume  some  type  of  drinking  behavior?  The  Sobell’s  Individualized 
Behavior  Therapy  for  Alcoholics  was  just  such  a treatment  program  and 
now,  after  two  years  of  exhaustive  follow-up,  they  have  reported  their 
results:  “Male  gamma  alcoholics  treated  by  the  method  of  individualized 
behavior  therapy  . . . were  found  to  function  significantly  better  after  dis- 
charge than  respective  control  subjects  treated  by  conventional  tech- 
niques.” Men  who,  by  anyone’s  definition,  had  been  alcoholic  had 
learned  to  practise  what  the  Sobells  call  “controlled  drinking.”  Like  high 
proof  rum  on  an  open  fire  their  data  have  reignited  a controversy  smol- 
dering for  more  than  a decade. 


A Chance  Beginning 

To  hear  them  tell  it,  the  Sobells  did  not  set  out  to  generate  controversy. 


♦See  “.  Alternative  to  Abstinence,”  Addictions,  Winter  ’74,  for  what  the  Sobells  (who 
now  live  in  Tennessee)  have  to  say  on  the  subject  of  controlled  drinking  and  their  Indivi- 
dualized Behavior  Therapy  for  Alcoholics. 


35 


Indeed,  although  now  they  are  very  aware  of  what  they  have  done  and 
not  entirely  displeased  with  the  reputation  that  has  come  with  reknown, 
five  years  ago  neither  of  them  knew  anything  about  alcoholism  or  had 
any  particular  interest  in  the  field.  Mark’s  involvement  was  entirely  ser- 
endipitous. In  1969  he  was  a graduate  student  at  the  Riverside  campus 
at  the  University  of  California  when  he  heard  about  a summer  job 
repairing  operant-conditioning  equipment  at  Patton  State  Hospital,  one 
of  several  institutions  for  the  mentally  ill  in  southern  California.  During 
that  summer  an  already  over-committed  researcher  at  Patton  was 
awarded  a grant  to  study  the  aversive  treatment  of  drinking  behavior, 
and  since  he  did  not  have  time  to  do  the  work  he  offered  supervision  of 
the  project  to  Mark.  From  that  chance  beginning  a series  of  coinci- 
dences followed  which  culminated  in  Individualized  Behavior  Therapy 
for  Alcoholics,  or  the  IBTA. 

The  grant  had  been  awarded  to  test  the  use  of  aversive  conditioning  pro- 


cedures  with  alcoholics,  and  especially  the  effectiveness  of  video  tape 
confrontation  of  drunken  behavior  as  an  aversive  stimulus  to  drinking. 
The  idea  was  to  let  alcoholic  patients  drink  to  drunkenness  in  the  hospi- 
tal, film  their  behavior,  and  play  it  back  to  them  later,  when  they  were 
sober,  in  the  expectation  that  the  anxiety  evoked  by  the  experience  would 
tend  to  diminish  excessive  drinking. 

Blotting  out  the  Picture 

There  was  no  question  that  the  video  tape  confrontation  evoked  anxiety 
in  the  alcoholic  patients,  men  who  had  been  in  and  out  of  institutions  for 
years  for  their  alcoholism.  “Some  of  them  would  refuse  to  come  to  the 
sessions,”  Linda  remembers.  “They’d  cover  their  faces  or  cry.  Everyone 
of  them  swore  that  he  was  never  going  to  drink  again.  There’s  not  much 
question  in  our  minds  that  it  did  what  it  was  supposed  to  do.” 


But  it  didn’t  work.  Within  24  hours  after  discharge  from  the  hospital  14 
of  26  subjects  were  drunk,  and  all  were  drunk  within  six  weeks.  The 
experimental  patients  actually  did  worse  than  the  controls,  who  had 
participated  in  the  traditional  treatment  program.  “We  made  them  anx- 
ious, all  right,’’  Linda  says.  “And  when  they  went  out,  I think  they 
drank  to  relieve  that  anxiety,  to  blot  out  that  picture  of  themselves  in 
their  heads.” 

A fair  share  of  the  current  criticism  of  the  Sobells  and  their  work  is  the 
result  of  that  first  experiment.  Although  Mark  accepts  responsibility 
only  for  supervision  of  the  experiment,  not  for  its  design,  many  who 
heard  presentations  about  the  results  recall  that  the  researchers  involved 
were  not  as  forthright  then  as  the  Sobells  are  now  about  the  failure. 
Whatever  the  justice  of  such  criticism,  however,  when  the  video  tape  con- 
frontation did  fail,  rather  than  interpret  the  failure  as  the  result  of  the 
patients  (“insufficiently  motivated”)  or  the  research  staff  (“insufficiently 
trained”),  the  Sobells  finally  concluded  that  the  hypothesis  had  been  dis- 
proved and  began  to  consider  the  implications  of  what  they  had  learned. 


Stressful  Constraint 

If  men  confronted  by  video  tape  drank  to  drunkenness  to  relieve  their 
anxiety,  could  drinking  to  excess  then  be  understood  as  a learned 
method  of  reducing  anxiety?  Many  studies  with  both  animal  and  human 
subjects  suggested  this  possibility.  The  Sobells  decided  to  test  whether 
alcoholics  could  learn  ways  to  cope  with  their  anxiety  without  getting 
drunk.  This  was  the  basis  of  the  IBTA.  They  also  decided  to  include  a 
treatment  goal  other  than  abstinence — “controlled  drinking.”  Later,  in 
their  report  of  the  IBTA,  they  wrote  a justification  of  that  decision: 

Any  effective  form  of  treatment  must  consider  the  kinds  of  behav- 
ior which  our  society  reinforces.  If  the  goal  of  therapy  is  to  he 
abstinence,  then  the  patient  must  be  prepared  to  identif  y with  cer- 
tain social  groups  (e.g.  A A,  certain  religious  groups,  etc.)  which 
specifically  reinforce  non-drinking.  If  a patient  cannot  or  chooses 
not  to  identify  with  social  groups  supportive  of  abstinence,  then 
the  constraint  of  not  drinking  might  actually  he  a stress  for  that 
patient  rather  than  a support.  A majority  of  our  society  reinforces 
a pattern  of  moderate  drinking.  If  controlled  drinking  is  the  treat-, 
ment  goal  which  is  most  practical  and  potentially  beneficial  for  a 
given  individual  it  should  he  the  one  pursued. 
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The  Sobells  were  careful  to  distinguish  between  the  treatment  of  alcohol 
intoxication  and  withdrawal — which  they  consider  the  legitimate  prov- 
ince of  the  medical  profession — and  the  treatment  of  the  process  of 
becoming  intoxicated.  Their  treatment  was  designed  to  help  dry  alcohol- 
ics, men  already  withdrawn  from  alcohol,  learn  to^rink  without  becom- 
ing intoxicated. 

A Solid  Foundation 

The  uniqueness  of  the  IBTA  stemmed  from  the  treatment  goal — con- 
trolled drinking — and  the  original  combination  and  application  of  a 
number  of  established  behavioral  treatment  procedures  to  effect  that 
goal.  Like  most  scientists,  the  Sobells  built  their  program  on  a solid 
foundation  of  previous  research.  Controlled  drinking,  for  example,  came 
from  the  work  of  R.E.  Reinert  and  W.T.  Bowen  who  had  suggested  the 
concept  and  a working  definition  in  a 1968  paper  entitled,  “Social 
Drinking  Following  Treatment  for  Alcoholism.”  “Controlled  drink- 
ing,” they  suggested,  is  not  synonymous  with  “normal”  or  “social” 
drinking.  “The  pattern  of  moderate  drinking  acquired  by  a former  alco- 
holic is  a special  kind  of  drinking The  ‘controlled  drinker,’  unlike 

the  normal  social  drinker,  must  be  on  guard  . . . must  choose  carefully  the 
time  and  the  place,  and  the  circumstances  of  drinking,  and  he  must  rig- 
idly limit  the  amount  he  drinks.” 

There  were  actually  two  treatment  goals  in  the  IBTA  study;  controlled 
drinking  and  non-drinking,  or  abstinence.  After  the  70  volunteers  were 
carefully  screened  for  health  and  psychiatric  problems,  and  interviewed 
by  staff  to  determine  their  particular  desires  for  treatment  and  which  of 
the  two  treatment  goals  might  be  most  appropriate,  40  were  assigned  to 
controlled  drinking  and  30  assigned  to  abstinence.  As  the  Sobells  later 
reported:  “Those  subjects  who  could  socially  identify  with  AA, 
requested  abstinence,  and/or  lacked  outside  social  supports  for  con- 
trolled drinking  were  always  assigned  to  non-drinking.  Subjects  who 
requested  controlled  drinking,  had  available  significant  outside  social 
support  for  such  behavior,  and/or  had  successfully  practised  social 
drinking  sometime  in  the  past  were  considered  potential  candidates  for 
the  controlled  drinking  goal.”  Only  after  a majority  staff  decision  had 
specified  the  most  appropriate  treatment  goal  for  each  man  were  the 
controlled  drinking  and  abstinent  men  randomly  assigned  to  either  an 
experimental  or  a control  group. 
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Sensationalism  in  the  Media 

Thus  there  were  four  possible  combinations:  with  either  abstinence  or 
controlled  drinking  as  a treatment  goal  men  might  be  randomly  assigned 
to  either  the  experimental  IBTA  or  the  conventional  hospital  treatment 
program,  which  served  as  a control  group  and  included  group  therapy, 
AA  meetings,  and  drug,  physio,  and  industrial  therapy.  Anticipating 
objections  that  if  an  alcoholic  can  practise  any  type  of  drinking  then  he 
must  have  been  misdiagnosed  in  the  first  place,  the  Sobells  took  care  to 
document  that  all  the  men  met  the  criteria  for  gamma  alcoholism,  the 
most  severe  of  several  classifications. 

In  order  to  closely  approximate  those  stressful  events  associated  with 
excessive  drinking  in  each  individual’s  past,  the  IBTA  took  place  not  in 
the  usual  office  setting  but  in  a simulated  bar  or  home  environment, 
depending  on  each  man’s  drinking  experience.  At  the  time,  the  novelty 
of  these  treatment  settings  and  some  of  the  treatment  equipment  and 
procedures  were  the  subject  of  media  reports  which  misrepresented  the 
treatment  program  and  contributed  to  the  furor  among  alcohologists 
who  believed  the  simplistic  and  sensationalized  accounts  they  read  in  the 
newspapers  and  newsmagazines.  Time  ran  an  article  stressing  the  use  of 
aversive  electric  shock  to  the  virtual  exclusion  of  all  other  treatment 
procedures  in  the  program,  and  other  publications  emphasised  the  con- 
sumption of  alcohol  by  alcoholics  to  the  point  of  drunkenness  without 
describing  the  rationale  behind  video  tape  drunk  sessions.  Overall,  the 
media  response  seemed  to  reflect  the  prevailing  attitudes  of  the  general 
public  and  many  professional  alcohologists:  that  the  best  way  to  cure  an 
alcoholic  is  to  punish  him  into  abstinence  one  way  or  another:  letting 
him  drink  alcohol  is  only  going  to  confirm  his  alcoholisrn. 

Power  of  Positive  Drinking 

The  main  thrust  of  the  treatment  was  to  help  the  men  identify  what  situa- 
tions in  their  past  had  led  to  heavy  drinking,  and  to  train  them  in  alterna- 
tive and  socially  acceptable  responses  to  such  situations.  One  man  might 
drink  to  excess  when  he  fought  with  his  wife.  Another  might  get  drunk 
when  he  found  himself  alone.  Yet  another  when  he  drank  with  his^^ 
friends.  For  each  man  the  stresses  were  different  and  the  therapists  took 
these  crucial  differences  into  account. 

The  problem  solving  techniques  taught  in  the  IBTA  are  neither  new  nor 
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unique.  Nor  is  their  application  limited  only  to  alcoholism;  similar  kinds 
of  problem  solving  methods  have  been  widely  used  with  many  other 
groups  trying  to  cope  with  their  problems  of  living  without  resort  to 
ineffective  or  self  destructive  behaviors  analogous  to  alcoholism.  There 
may  be  more  than  a little  truth  in  one  barroom  quip  that  what  the 
Sobells  were  really  trying  to  do  was  teach  alcoholics  the  power  of  posi- 
tive drinking. 


Spoken  Motivation  for  Change 

The  treatment  program  consisted  of  17  sessions.  To  help  the  men  under- 
stand how  limited  their  repertoire  of  possible  responses  became  when 
intoxicated,  and  also  to  demonstrate  that  they  could  get  drunk  without 
losing  control  or  experiencing  an  uncontrollable  craving  for  alcohol  the 
next  day,  during  the  first  two  sessions  each  man  was  permitted  to  drink 
to  drunkenness  as  he  discussed  with  the  therapist  what  stressful  events 
led  to  his  past  bouts  of  excessive  drinking.  These  sessions  were  video 
taped.  In  the  third  session  each  man  was  fully  instructed  about  all 
aspects  of  the  treatment  program,  including  the  rationale,  the  use  of 
shock,  and  ways  to  refuse  alcoholic  beverages. 

Our  society  generally  does  not  reinforce  abstinent  behavior  and  most 
people,  alcoholic  or  not,  experience  surprising  difficulty  when  trying  to 
resist  the  considerable  social  pressure  to  drink  without  giving  offense. 
The  controlled  drinking  men  were  also  instructed  about  mixed  drinks 
because  a previous  study  had  demonstrated  that  most  gamma  alcoholics 
know  little  or  nothing  about  mixed  drinks,  much  less  their  alcohol  con- 
tent, an  ignorance  they  probably  share  with  many  North  Americans. 

During  sessions  four  and  five  the  men  were  confronted  with  video  tape 
playback  of  their  drunken  behavior.  As  it  had  in  the  aversive  condition- 
ing experiment,  this  seemed  to  increase  the  men’s  spoken  motivation  for 
changing  their  drinking  behavior.  It  also  permitted  each  man  to  see  and 
hear  which  stressful  events  seemed  associated  with  his  heavy  drinking, 
and  how  intoxication  interfered  with  his  ability  to  respond  effectively. 
Before  session  six  each  man  was  given  a test  impossible  to  complete,  and 
was  then  informed  of  his  failure.  A therapist  other  than  the  one  who 
gave  the  test  conducted  the  session  and  focused  on  how  each  man  had 
responded  to  failure  experiences  in  the  past.  At  the  end  of  that  session 
the  intent  of  the  deception  was  carefully  explained  to  the  men. 
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Use  of  Electric  Shock 

All  the  experimental  sessions  were  conducted  with  alcohol  readily  avail- 
able, regardless  of  the  individual’s  treatment  goal.  A man  aiming  for 
abstinence  could  drink  during  any  treatment  session,  but  if  he  did  he 
would  receive  a painful  electric  shock  for  ordering  the  drink,  and  another 
continuous  shock  from  the  time  he  touched  the  glass  until  the  time  he 
released  it,  whether  he  drank  the  liquor  or  not.  Controlled  drinking  men 
received  a shock  for  drinking  behaviors  inappropriate  to  their  treatment 
goal,  such  as  ordering  a straight  drink,  taking  a sip  larger  than  one-sixth 
of  the  volume  of  a mixed  drink  or  one-twelfth  of  the  volume  of  a beer, 
ordering  a drink  within  20  minutes  of  previously  ordering,  or  ordering 
any  more  than  three  drinks  during  a treatment  session.  If  they  drank 
more  than  three  drinks  in  a session  controlled  drinking  men  received  the 
same  shocks  as  the  abstainers. 


Despite  the  fascination  of  the  media,  and  mechanistically  inclined 
behaviorists  who  consider  it  a vindication  of  their  particularly  narrow 
point  of  view,  the  Sobells  found  that  electric  shock  had  little  if  anything 
to  do  with  the  pattern  of  drinking  of  either  abstainers  or  men  learning 
controlled  drinking.  It  appeared  that  the  men  in  both  groups  were  sin- 
cerely trying  to  follow  the  rules  of  drinking  behavior  set  down  in  session 
three  and  drank  appropriately  for  that  reason,  not  because  they  were 
afraid  of  the  electric  shock. 


More  than  an  Academic  Exercise 

The  next  nine  sessions  continued  to  concentrate  on  helping  the  men  to  1) 
identify  stressful  events  that  had  preceded  or  were  associated  with'  past 
heavy  drinking,  2)  develop  as  many  effective  alternatives  to  cope  with 
those  stressful  events  as  possible,  3)  evaluate  what  was  likely  to  happen 
with  each  alternative,  and  4)  practise  the  alternatives  they  chose  as  most 
beneficial  under  simulated  conditions.  Thus,  for  example,  a man  might 
have  found  himself  unable  to  cope  with  the  stress  of  his  drinking  com- 
panion’s insistance  on  straight  liquor  as  the  only  “man’s  drink.’’  After 
considering  a number  of  possible  ways  to  deal  with  this  stressful  event  he 
might  decide  that  the  most  beneficial  alternative  would  be  to  order  a 
mixed  drink  that  looked  the  most  like  what  his  friends  were  drinking. 
He  would  then  have  an  opportunity  to  practise  doing  so  in  the  simulated 
environment  with  liquor  available  and  in  the  face  of  possible  conse- 
quences such  as  ridicule  simulated  by  the  therapist. 
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The  last  30  minutes  of  session  16  were  taped  and  then,  during  the  final 
session,  played  back  and  contrasted  with  excerpts  from  the  drunk  video 
tape  in  order  to  clearly  demonstrate  to  each  man  his  improved  ability  to 
deal  with  stressful  events  without  drinking  at  all,  in  the  case  of  abstain- 
ers, or  without  drinking  to  excess,  in  the  case  of  men  practising  con- 
trolled drinking.  At  the  end  of  the  treatment  program,  each  man 
received  a wallet  sized  card  with  Do’s  and  Don’ts  relevant  to  his  particu- 
lar life  situation. 

An  experimental  treatment  program  is  only  as  good  as  its  follow-up.  As 
Mark  puts  it:  “If  you  don’t  know  what  happens  to  the  patients  after  they 
leave,  then  the  treatment  has  just  been  an  academic  exercise.”  Most 
follow-up  studies  in  the  field  of  alcoholism  have  left  much  to  be  desired. 
Usually  the  follow-up  contacts  have  been  spaced  at  six-month  intervals 
or  longer  and  many  patients  who  were  contacted  were  often  evaluated 
solely  on  the  basis  of  whether  or  not  they  were  still  “dry” — and  if  they 
weren’t  dry  they  were  often  defined  as  “drunk.” 

By  comparison,  the  Sobell’s  follow-up  was  frequent,  vigorous,  and  sub- 
tle. They  contacted  each  man  about  once  a month  and  in  this  way  were 
able  to  keep  track  of  men  who  moved.  Over  a two-year  period  they  lost 
only  one  patient  out  of  70,  a follow-up  contact  rate  unmatched  in  the 
field  of  alcoholism  research.  Instead  of  a limited  either- 
he’s-abstinent-or-he’s-drunk  approach,  the  Sobells  measured  five  drink- 
ing behaviors  for  every  day  of  each  month  preceding  each  contact:  1) 
abstinence,  2)  controlled  drinking,  3)  drunk,  4)  incarcerated  in  jail 
because  of  an  alcohol  related  offense,  5)  incarcerated  in  a hospital 
because  of  alcohol  related  health  problems.  Controlled  drinking  they 
defined  as  any  day  during  which  a man  drank  six  ounces  or  less  of 
86-proof  liquor  or  its  equivalent  in  alcohol  content,  or  any  one  or 
two-day  isolated  drinking  period  when  a man  drank  between  seven  and 
nine  ounces  each  day.  “Drunk”  they  defined  as  any  day  a man  drank 
more  than  10  ounces,  or  any  period  longer  than  two  days  when  he  drank 
seven  to  nine  ounces.  A man  was  judged  to  be  “functioning  well”  on 
those  days  when  he  was  either  abstinent  or  practising  controlled  drink- 
ing. 

Because  other  research  has  shown  that  changes  in  drinking  behavior  do 
not  necessarily  imply  that  a person  has  improved  his  ability  to  function 
in  other  areas  of  his  life,  the  Sobells  also  measured  whether  a man  was 
improved,  the  same,  or  worse  in  his  ability  to  handle  problem  situations. 
To  be  certain  that  the  reports  they  got  about  drinking  behaviors  and 
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other  life  adjustments  were  truthful,  they,  with  the  permission  of  the  men, 
also  contacted  relatives  and  friends. 


Vitriolic  Debate 

After  two  years  the  men  who  had  received  Individualized  Behavior 
Therapy  for  Alcoholics  were  found  to  have  functioned  significantly  bet- 
ter than  men  who  had  received  conventional  treatment.  Measured  by  the 
number  of  days  each  man  was  abstinent  or  practised  controlled  drink- 
ing, the  controlled  drinking  men  who  had  received  IBTA  functioned 
well  for  an  average  of  90  percent  of  all  days,  while  the  controlled  drink- 
ing men  who  had  received  conventional  treatment  functioned  well  for 
only  45  percent  of  all  days.  This  represents  a statistically  significant 
difference  between  the  two  groups.  Among  non-drinking  men,  although 
those  who  had  received  IBTA  functioned  well  for  65  percent  of  all  days 
as  compared  to  45  percent  of  all  days  for  non-drinkers,  the  statistical 
difference  between  the  groups  was  not  significant.  The  men  who  had 
participated  in  the  experimental  treatment  program  also  showed  greater 
improvement  in  the  other  areas  of  life  adjustment  than  men  in  the  con- 
ventional program. 

Thus,  for  those  men  who  had  controlled  drinking  as  a treatment  goal, 
individualized  behavior  therapy  was  far  superior  as  a method  to  the 
conventional  alcoholism  treatment  program;  and  although  it  cannot  be 
statistically  proved,  it  was  apparently  also  a more  effective  method  even 
for  abstainers. 

The  Sobells’  data  has  been  hotly  contested  by  professional  alcohologists. 
The  possibility  that,  with  specialized  treatment,  some  alcoholics  might 
be  able  to  resume  any  kind  of  drinking  continues  to  be  the  subject  of 
vitriolic  debate.  Opinion  is  polarized  between  those  who  cite  the  Sobells’ 
work  as  scientific  proof  of  the  supreme  efficacy  of  behaviorism  and  those 
who  deny  the  validity  of  any  evidence  supporting  any  treatment  goal 
other  than  abstinence — and  want  nothing  to  do  with  “those  sons  of 
bitches  who  think  they  can  teach  alcoholics  to  drink.” 


Attack  by  Both  Sides 

The  behaviorists  decry  the  abstainers  as  dogmatically  blind  and  unscien- 
tific, while  the  abstainers  deplore  the  irresponsibility  of  those  who  even 
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suggest  that  an  alcoholic  might  resume  drinking — because  “alcoholics 
who  do  resume  drinking  could  not  have  been  alcoholic  in  the  first 
place,”  and  to  suggest  anything  else  is  dangerously  misleading  to  those 
practising  alcoholics  looking  for  any  excuse  to  continue  their  drinking. 

The  Sobells  find  themselves  caught  in  the  middle  of  this  ideological 
firefight.  They  agree  with  neither  extreme,  and  for  their  moderation 
have  been  attacked  by  both  sides.  Many  of  the  criticisms  of  the  IBTA 
are  directed  at  the  compromises  in  research  design  and  method  resulting 
from  the  Sobells’  attempt  to  balance  the  demands  of  scientific  objectivity 
and  their  own  ethical  standards.  Abstainers,  for  example,  are  critical  of 
the  selection  process  in  the  IBTA,  claiming  that  alcoholic  patients  were 
“guinea  pigs”  “forced”  to  accept  the  “dangerous”  goal  of  controlled 
drinking,  ignoring  the  fact  that  all  patients  were  carefully  screened 
beforehand  and  that  their  own  desire  for  a particular  treatment  goal 
weighed  heavily  in  the  final  decision.  Behaviorists,  on  the  other  hand, 
wonder  why  the  Sobells  didn’t  just  randomly  assign  patients  to  treatment 
goals  from  the  beginning  regardless  of  their  desires,  since  this  would 
have  made  for  a much  “cleaner”  research  design  and  less  “ambiguous” 
results. 

Although  they  agree  that  from  a “pure”  research  point  of  view  it  would 
have  been  helpful  to  have  been  able  to  assign  patients  to  different  treat- 
ment goals  randomly,  the  Sobells  also  believe  that  such  a practice  would 
not  have  been  ethical.  Mark  says,  “I  don’t  feel  bad  about  the  way  we  did 
it.  We  couldn’t  just  assign  people  to  treatment  goals  without  any  consid- 
eration of  the  danger  to  them.  If  controlled  drinking  was  a bad  treatment 
goal,  then  to  just  randomly  assign  patients  would  have  been  an  awful 
thing  to  do.  Then  we  really  would  have  been  accused  of  being  Nazis.” 


Basic  Ethical  Concern 

Some  of  the  criticisms  suggest  that  both  abstainers  and  behaviorists 
would  have  been  willing  to  sacrifice  the  individual  patients  in  order  to 
prove  their  respective  ideological  points.  For  example,  despite  the  fact 
that  the  rate  of  follow-up  contact  was  remarkable,  the  Sobells  have  been 
criticized  because  virtually  all  the  interviews  were  done  by  one  person, 
Linda.  It  is  argued  that  she  could  not  have  been  sufficiently  objective. 
Linda  did  almost  all  the  follow-up  herself  because  for  a time  there  were 
no  grant  funds  to  support  the  project  and  the  Sobells  were  paying  all  the 
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costs  out  of  pocket.  But  the  real  issue  again  reflects  a basic  ethical  con- 
cern: when  Linda  contacted  a man  to  collect  follow-up  data,  if  he  was  in 
trouble  should  she  help  him  or  not?  If  she  did  help  him  that  might  bias 
the  data,  especially  if  the  man  was  one  of  those  who  had  received  IBTA 
with  controlled  drinking  as  a treatment  goal.  Her  intervention,  even  on 
the  telephone,  might  be  sufficient  to  help  him  stabilize,  and  thereby 
possibly  influence  the  results  in  favor  of  controlled  drinking. 

Abstainers  maintain  that  this  is  exactly  what  happened.  They  argue  that 
by  helping  men  get  into  hospitals  and  other  treatment  programs  when 
they  were  in  trouble,  Linda’s  intervention  assured  that  the  men  practis- 
ing controlled  drinking  would  appear  to  function  better  than  the  men 
trying  for  abstinence.  Some  behaviorists,  on  the  other  hand,  complain 
that  the  Sobells  could  have  finessed  this  criticism  by  maintaining  their 
scientific  objectivity  and  refusing  to  become  involved  with  the  subjects 
of  the  experiments.  Noting  the  irony  that  both  sides  of  the  controversy 
apparently  would  have  preferred  to  let  the  men  suffer  rather  than  inter- 
vene, abstainers  to  prove  that  controlled  drinking  wouldn’t  work  and 
behaviorists  to  prove  that  it  would,  Mark  says,  “Sure,  in  a nice  clean 
experimental  study  you  just  gather  your  data  and  to  hell  with  it.  If  you 
found  someone  in  trouble  you’d  say,  ‘Oh,  gee.  I’m  really  sorry  to  hear 
that,  I really  hope  things  are  going  better  for  you  next  month  when  I call 
you — if  you’re  still  alive.’  From  a scientific  standpoint  that  would  be  a 
much  purer  kind  of  interaction. 

“Now  from  the  standpoint  of  personal  ethics — there  are  two  points  of 
view  on  this;  one  is  what  you  can  be  accused  of  by  other  people  and  the 
other  is  your  own  conscience.  After  all,  these  were  people,  we  knew 
these  men.  ...  We  decided  early  on  that  if  we  called  someone  and  they 
were  in  any  trouble  we  would  ask  them  if  they  wanted  any  kind  of  help 
and  if,  in  fact,  they  did,  we  would  make  them  aware  of  all  the  local 
resources  available,  and  if  we  had  any  contacts  even  try  to  pave  the  way 
for  them.’’ 


Valuable  Therapeutic  Procedure 

The  Sobells  found  that  the  follow-up  developed  into  a therapeutic  proce- 
dure greatly  valued  by  all  the  men.  “It  keeps  me  aware  of  myself,”  one 
man  remarked.  Another  said,  “I  just  look  forward  to  talking  to  someone 
who  understands  me.”  The  Sobells  note  that,  in  the  end,  it  turned  out 
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that  Linda  helped  somewhat  more  control  subjects  than  experimental 
subjects.  Therefore,  if  the  data  is  biased  at  all  it  is  biased  against  the 
IBTA,  since  without  her  intervention  the  control  subjects  would  not  have 
fared  as  well  as  they  did. 

There  has  also  been  criticism  of  the  Sobells’  operational  definition  of 
controlled  drinking.  It  has  been  argued  by  abstainers  that  six  ounces  of 
86-proof  alcohol  a day  really  amounts  to  very  heavy  drinking  and  proba- 
bly intoxication.  Also,  since  a man  could  drink  as  much  as  seven  to  nine 
ounces  of  alcohol  during  isolated  two-day  periods  he  could  practise  con- 
trolled drinking  and  still  go  on  a series  of  two-day  benders.  The  Sobells 
maintain  that  the. validity  of  this  criticism  is  more  apparent  than  real — 
and  are  wryly  amused  that  those  who  insist  that  loss  of  control  is  a 
symptom  of  alcoholism  should  suggest  the  idea  that  an  alcoholic  could, 
or  would  bother  to,  so  carefully  control  his  drinking.  While  technically  a 
man  could  have  followed  such  a drinking  pattern  and  still  be  defined  as 
practising  controlled  drinking,  in  reality  none  of  them  did. 

Most  of  the  men  practising  controlled  drinking  drank  in  a manner 
remarkably  similar  to  most  other  North  Americans  who  drink;  on  most 
days  they  were  abstinent,  once  in  a while  they  had  a few  drinks  (but 
almost  never  more  than  four)  and  only  very  seldom,  if  ever,  did  they  get 
drunk.  The  criticism  reflects  the  abstainer’s  assumption  that  men  who 
have  been  alcoholic  will  continue  to  drink  as  much  as  they  think  they 
can  get  away  with,  regardless  of  treatment — “once  an  alcoholic,  always 
an  alcoholic.” 

Just  how  controversial  the  suggestion  that  alcoholics  could,  much  less 
should,  do  anything  but  abstain  from  alcohol  was  first  apparent  in  the 
critical  reaction  to  an  article  published  in  March,  1963  in  the  prestigious 
Quarterly  Journal  of  Studies  on  Alcohol.  In  “Normal  Drinking  in 
Recovered  Alcohol  Addicts”  Dr.  D.  L.  Davies,  an  eminent  English 
psychiatrist,  reported  that  out  of  93  patients  he  and  his  staff  had  treated 
for  alcoholism,  seven  to  1 1 years  later  seven  were  drinking  socially,  none 
of  these  had  been  drunk  and  all  were  socially  better  adjusted  than  they 
had  been  for  a year  before  admission  to  the  hospital  for  treatment.  Dr. 
Davies  concluded:  “It  is  suggested  that  such  cases  are  more  common 
than  has  hitherto  been  recognized,  and  that  the  generally  accepted  view 
that  no  alcohol  addict  can  ever  drink  again  normally  should  be  modified, 
although  all  patients  should  be  advised  to  aim  at  total  abstinence.” 

Since  Dr.  Davies  advocated  no  change  in  the  treatment  goal  of  absti- 
nence the  swift  and  almost  universally  critical  reaction  to  his  article  was 
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surprising.  In  two  subsequent  issues  of  the  Quarterly  Journal,  a veritable 
Who’s  Who  of  medical  alcohology  penned  a series  of  letters  expressing 
disbelief  in  Dr.  Davies’  data  and  dismay  that  it  should  have  been  pub- 
lished. 

The  first  series  of  letters  in  the  March,  1963  issue  of  the  Quarterly 
Journal  included  criticisms  from  some  of  the  most  prominent  medical 
alcohologists  in  the  U.S.  Dr.  Davies’  integrity  was  beyond  reproach,  but 
it  was  suggested  that  he  had  misinterpreted  his  data,  or,  in  the  unlikely 
event  that  he  had  not,  his  findings  were  dismissed  as  the  exception  that 
proves  the  rule  (whatever  that  means).  All  the  alcohologists  save  two 
were  steadfast  in  their  adherence  to  the  disease  concept  of  alcoholism 
and  the  absolute  necessity  of  abstinence. 


Scarifying  Analogy 

Marvin  Block,  M.D.,  then  chairman  of  the  committee  on  alcoholism  of 
the  American  Medical  Association,  suggested  that  Davies’  seven 
patients,  //  they  were  alcoholic  in  the  first  place,  might  represent  that 
small  percentage  of  persons  who  recover  spontaneously  from  any  disease. 
However,  drawing  a scarifying  analogy  between  alcoholism  and  cancer 
he  warned: 

In  a progressive  disease  such  as  alcoholism,  one  cannot  risk 
depending  upon  such  rare  biochemical  phenomena  to  help  the  indi- 
vidual tow  ard  recovery  or  cure . . . certainly  in  the  case  of  cancer, 
even  though  w e have  the  record  of  these  spontaneous  cures,  tio  one 
depends  upon  this  phenomenon  to  help  the  patient  thus  diagnosed 
as  having  the  disease ....  From  the  viewpoint  of  the  therapist, 
therefore,  w e must  use  w hat  measures  w'e  have  at  hand  in  w'arning 
all  alcoholics,  as  w'e  would  with  other  diseases,  that  this  could 
become  progressive,  and  that  in  order  to  preserve  their  health, 
total  and  permanent  abstinence  is  their  best  alternative. 

Harry  Tiebout,  M.D.,  a psychiatrist  and  early  friend  of  Alcoholics 
Anonymous,  reported  that  the  sober  alcoholics  with  whom  he  had  dis- 
cussed Davies’  article  “expressed  some  concern  that  others  may  be 
tempted  and  they  are  sorry  for  those  who  are  still  struggling  with  admit- 
ting that  control  is  beyond  them  . . . they  are  comfortable  with  their 
sobriety  and  intend  to  remain  so  . . . .” 
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Many  of  the  second  series  of  letters,  published  in  the  June,  1963  issue  of 
the  Quarterly  Journal,  were  considerably  more  caustic.  Although  Davies 
had  in  no  way  publicized  his  findings  one  physician  scolded;  “Until  we 
are  in  a position  to  predict  who  may  be  able  to  resume  moderate  con- 
trolled drinking,  clinical  studies  of  this  kind  shouW  be  carried  on  with  a 
minimum  of  publicity.  Otherwise  the  health  and  safety  of  a great  many 
people  would  be  seriously  ‘jeopardized’.” 


“Immoral”  Report 

The  more  acid  tone  of  many  of  the  second  series  of  letters  may  have 
been  less  a response  to  Davies’  findings  than  to  the  publication  of 
another  article  that  implied  support  of  Davies  in  the  context  of  an  attack 
on  the  rigidities  of  Alcoholics  Anonymous.  “AA;  Cult  or  Cure” 
appeared  in  the  February,  1963  issue  of  Harpers,  one  month  before  the 
publication  of  the  first  series  of  letters  in  the  Quarterly  Journal.  Written 
by  Arthur  H.  Cain,  Ph.D.,  who  characterized  himself  as  a recovered 
alcoholic  and  clinical  psychologist  specializing  in  the  treatment  of  alco- 
holics for  whom  other  methods,  including  AA,  had  not  worked,  “AA: 
Cult  or  Cure”  was  a polemic  broadside  against  what  the  author  consid- 
ered the  dogmatism  of  Alcoholics  Anonymous,  and  an  impassioned  plea 
for  reform  of  the  Fellowship  of  AA.  “In  the  beginning  ‘they’  created 
Alcoholics  Anonymous,”  Cain  began,  and  adding  what  many  considered 
insult  to  injury  continued,  “(‘they’  have  not  yet  been  credited  with  the 
creation  of  the  heavens  and  the  earth  but,  if  present  trends  continue, 
‘they’  will  be.)” 

Dr.  Cain  deplored  the  reflexive  rejection  of  Davies’  finding.  “ . . . Dr. 
Davies’  article  has  been  either  ignored  by  AA  or  brushed  off  with  typical 
illogic:  ‘Well,  if  these  people  drink  normally  then  they  couldn’t  have 
been  alcoholic  in  the  first  place’.  . . . No  A As  I queried  had  actually 
read  the  piece,  although  all  were  firm  in  their  denunciation  of  it.  I have 
heard  AAs  say  that  the  report  was  immoral  on  the  grounds  that  they 
might  be  tempted  to  drink  again  after  hearing  it.  Scientific  truth  was  of 
no  consequence.”  But  Dr.  Cain  reserved  some  of  his  strongest  language 
for  an  attack  on  what  he  considered  the  ideological  influence  of  AA 
beliefs  on  alcohology  throughout  the  United  States. 

If  A A' s intolerance  were  confined  to  its  own  conununity,  we  could 

'live  and  let  live,'  as  it  exhorts  its  members  to  do.  But  AAs  are 
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indefatigahle  crusaders  who  greatly  influence  the  national  crusade 
against  alcoholism.  . . . AAs  hold  key  positions  in  city,  state,  and 
private  agencies  dealing  with  alcoholism.  Many  executive  direc- 
tors of  local  committees  and  information  centers  are  members  of 
A A.  This  means  that  public  education  on  alcoholism  is  almost 
entirely  in  the  hands  of  AAs.  Furthermore,  nearly  all  information 
about  research,  treatment,  and  community  action  is  disseminated 
by  public  relations  directors  who  adhere  to  the  A A party  line. 
Thus,  almost  everything  we  read  on  alcoholism  in  newspapers  and 
magazines  is  A A propaganda. 


Embarrassing  Findings 

Although  much  of  the  comment  on  “A A:  Cult  or  Cure”  was  harshly 
critical,  to  Dr.  Cain’s  surprise  many  of  the  letters  he  received,  and  later 
printed  in  a book.  The  Cured  Alcoholic,  were  strongly  supportive.  It 
seemed  that  he  had  struck  a responsive  chord  among  many  members  of 
Alcoholics  Anonymous  who  agreed  that  the  Fellowship  had  become 
dogmatically  inflexible,  and  that  his  article  had  encouraged  a number  of 
alcoholics  who  considered  themselves  recovered,  some  of  whom  had 
resumed  drinking,  to  make  public,  albeit  anonymous  testimony  to  that 
fact. 

Does  belief  in  the  disease  concept  of  alcoholism  and  the  necessity  of 
abstinence  influence  alcohologists  who  are  recovering  through  AA  when 
they  act  in  their  professional  capacities — as  AA  puts  it,  when  they  wear 
their  “other  hat?”  In  one  of  the  two  positive  comments  on  Dr.  Davies’ 
article  printed  in  the  Quarterly  Journal,  Melvin  Selzer,  M.D.,  implied 
that  this  had  been  his  experience  and  suggested  two  explanations  for  the 
phenomenon.  A physician  who  had  himself  published  an  article  similar 
to  Davies’  as  early  as  1957  even  though  “the  agency  that  provided  funds 
for  the  study  virtually  ordered  us  to  omit  these  ‘embarrassing’  findings,” 
Selzer  observed  that: 

Those  operating  treatment  programs  find  it  easier  to  assume  that 
all  patients  will  remain  vulnerable,  so  that  all  may  he  treated  in  a 
similar  fashion.  The  idea  that  some  alcoholics  may  resume  social 
drinking  is  anathema  to  therapists  who  sincerely  feel  that  the  dis- 
.semi nation  of  this  idea  will  wreak  havoc  with  treatment  programs 
by  encouraging  alcoholics  toward  .social  drinking  goals  that  are 
manifestly  unobtainable  for  mo.st  of  them. 
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Perhaps  another  important  reason  for  the  almost  reflex  rejection 
described  above  is  that  many  people  working  in  the  field  of  alco- 
holism are  alcoholics  themselves  and  are  compelled  to  remain  abs- 
tinent. It  may  be  especially  difficult  for  the  alcoholic  who  must 
remain  dry  to  accept  the  idea  that  others  can  recover  and  drink 
socially.  To  hear  of  the  ‘succes.s'  of  others  may  he  frustrating — | 

and  these  workers  prefer  not  to  hear  about  it  since  it  also  upsets  I 
their  treatment  concepts.  | 

Professional  and  Private  Dualism  | 

Ten  years  later  the  Sobells  report  similar  experiences.  Although  they  t 
regularly  disclaim  the  idea  advanced  by  some  behaviorists  in  their  name  I 
— that  controlled  drinking  should  replace  abstinence  as  the  treatment 
goal  for  alcoholism — and  stress  that  it  remains  to  be  seen  from  replica- 
tions of  their  work  and  other  experimental  treatment  programs  just  how 
effective  individualized  behavior  therapy  will  be,  and  with  whom,  Linda 
says,  “We  seem  to  get  our  most  severe  and  somewhat  irrational  criticism' 
from  recovered  alcoholics  in  the  professions. ...” 

“In  profession,”  Mark  adds. 

“They’ve  got  a scientific  orientation,”  Linda  explains,  “but  they 
recovered  through  AA  and  this  sort  of  dualism  really  splits  them  apart. 
They’re  very  competent,  extremely  competent  in  their  own  field,  but 
when  they  start  talking  about  alcoholism  you  don’t  even  know  they’re 
professional  anymore.” 

“It  really  puts  people  in  a bind,”  Mark  says,  “because  they’ve  structured 
their  entire  belief  system,  their  personality,  if  you  will,  around' these 
certain  concepts.” 

Reified  Political  Fiction 

The  Sobells  are  also  concerned  about  the  perpetuation  of  what  they  con- 
sider false  theory  based  on  insufficient  data  and  a misunderstanding  of  i 
what  E.  M.  Jellinek  described  as  the  disease  concept  of  alcoholism.  With  i 
a few  other  alcohologists  the  Sobells  have  pointed  out  that,  contrary  to  ' t 
popular  opinion,  when  Jellinek  said  that  alcoholism  is  a disease  he  did  f 
not  mean  all  problem  drinking  and  alcoholic  behavior.  Jellinek  argued  i 

that  the  process  of  withdrawal  from  a physiological  addiction  to  alcohol  i 


54 


is  a disease  process.  But  if  a drinker  is  not  physically  addicted,  although 
he  might  well  experience  problems  related  to  alcohol  he  could  not  be  said 
to  have  the  “disease”  of  alcoholism. 

Many  alcohologists  have  misunderstood  this  subtle  but  crucial  distinc- 
tion. Jellinek  was  aware  of  the  misunderstanding  but  while  he  lived  he 
did  little  to  clarify  the  issue  because  he  maintained  that  it  was  worth- 
while to  let  people  call  whatever  they  considered  “alcoholism”  a “dis- 
ease” for  political  reasons,  in  order  to  enlist  the  support  of  the  federal 
government  and  convince  those  in  power  of  the  necessity  to  fund  pro- 
grams for  prevention  and  treatment.  To  this  end  Jellinek’s  fiction  has 
been  eminently  successful.  But  in  the  process  the  political  fiction  has 
become  reified  as  a scientific  fact. 

This  perpetuation  of  the  reified  disease  concept,  especially  by  recovering 
alcoholics,  is  what  concerns  the  Sobells.  They  believe.  A A is  one  of  the 
most  effective  treatment  resources  available.  Linda  says,  “We  see  AA  as 
a viable  alternative  for  those  using  it,  for  those  who  can  use  it.  We  would 
be  the  first  to  say  that  there  aren’t  a lot  of  places  in  our  society  to 
support  abstinence.  And  AA  is  one  of  the  best  therapeutic  supports 
around.  I don’t  want  to  ever  see  it  die  out.” 


Mark  says,  “certain  of  the  Fellowships  might  change  their  poli- 
cies a little.  It’s  never  been  the  policy  of  AA  to  be  evangelical . . . there 
are  a lot  of  people  in  AA  who  realize  that  the  strength  of  the  Fellowship 
is  fellowship,  the  mutual  support  function,  the  rescue  function.  The 
major  purpose  is  to  intervene  when  someone  is  in  trouble — they  have  all 
these  positive  functions  that  they’re  serving,  they  don’t  need  a pseudo- 
scientific base.  I don’t  mind  coexistence.  But  I do  mind  when  certain 
traditional  and  totally  unsupported  concepts  start  to  have  destructive 
effects  on  people.” 

The  Problem  Is  the  Fire 

The  Sobells  are  among  a growing  number  of  alcohologists  arguing  for 
two  related  changes  in  the  status  quo  of  research  and  treatment.  At  the 
present  time  no  one  has  identified  the  cause  of  alcoholism.  Even  in  the 
unlikely  event  that  a single  cause  is  discovered,  although  it  would  cer- 
tainly be  valuable  in  designing  effective  prevention  and  treatment  pro- 
grams, it  would  still  be  of  little  use  in  the  actual  treatment  of  those  who 
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already  suffer  from  alcoholism.  It  is  axiomatic  among  almost  all  alcohol- 
ogists  that  alcoholism  is  a multifaceted  and  highly  complex  syndrome 
which  requires  a variety  of  treatment  methods. 

Borrowing  an  analogy  from  Michael  Crichton’s  novel.  The  Terminal 
Man,  the  Sobells  emphasize  that  finding  the  cause  for  alcoholism  will 
not  obviate  the  need  for  a comprehensive  treatment  program,  including 
elements  to  deal  with  the  disease  complications,  the  psychological  com- 
plications, and  the  social  complications  of  the  problem:  “A  match  may 
start  a fire,  but  once  the  fire  is  burning,  putting  out  the  match  won’t  stop 
it.  The  problem  is  no  longer  the  match.  It’s  the  fire.” 

A Conceptual  Shift 

What  the  Sobells  suggest  is  a conceptual  shift  in  alcohology.  Since  the 
cause  of  alcoholism  is  not  known  but  the  need  for  improved  treatment 
continues,  why  not  design  treatment  programs  to  test  wHat  they  call 
“operational  assumptions”  about  the  nature  of  alcoholism?  Instead  of 
insisting  on  the  basis  of  inadequate  evidence  that  alcoholism  is  a disease 
and  that  the  only  viable  treatment  goal  is  abstinence,  they  propose 
designing  treatment  programs  as  if  different  factors  involved  in  alcohol- 
ism are  true,  in  order  to  test  whether  such  factors  have  any  relevance  to 
the  treatment  of  alcoholics. 

They  offer  their  IBTA  as  an  example  of  such  an  experimental  treatment 
program  based  on  an  operational  assumption;  the  program  was 
designed  as  if  drinking  to  drunkenness  is  a learned  response  to  stress.  If, 
like  the  video  tape  confrontation  before  it,  the  IBTA  had  failed,  that 
failure  would  have  suggested  that  that  particular  operational  assump- 
tion was  not  valid.  Since  it  succeeded,  however,  they  suggest  that 
behavior  therapy  for  alcoholics  merits  further  research. 


Something  Worked 

The  change  the  Sobells  would  like  to  see  in  the  status  quo  of  treatment 
programs  follows  logically  from  their  argument  about  operational 
assumptions  but  is  far  more  controversial.  Few  alcohologists  will  argue 
with  the  principle  that  if  a new  method  proves  itself  effective  it  should  be 
included  as  an  option  for  treatment,  but  few  will  agree  that  any  method 
which  permits  an  alcoholic  to  drink  during  treatment  or  has  any  type  of 
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drinking  as  a treatment  goal  can  be  said  to  ever  have  proved  itself.  It  is 
here  that  the  Sobells  draw  the  line. 

They  do  not  claim,  as  some  of  their  more  militantly  behaviorist  support- 
ers do,  that  the  IBTA  proves  behavioral  methods  to  be  the  only,  or  even 
the  best,  way  to  treat  alcoholism.  And  they  agree  that  because  they 
employed  a “shotgun”  approach  it  is  important  to  replicate  some  or  all  of 
their  study  in  order  to  determine  what  procedures  worked  and  what 
didn’t.  But  they  are  convinced  by  the  evidence  that  something  worked, 
and  as  proof  point  to  the  gamma  alcoholics  who  are  still  practising 
controlled  drinking.  Instead  of  simply  dismissing  the  evidence,  as  most 
alcohologists  did  with  Davies’  findings,  the  Sobells  challenge  the  alco- 
hology  establishment  to  disprove  their  work  or  begin  to  consider  the 
possibility  that  a lot  of  people  who  need  help  with  drinking  problems 
neither  want  nor  need  to  be  abstinent. 


Based  on  the  experience  of  their  patients,  including  many  of  the  con- 
trolled drinking  men  who  participated  in  the  IBTA,  the  Sobells  believe 
that  the  label,  alcoholic,  the  prevalence  of  the  disease  concept  of  alco- 
holism, and  the  rigid  treatment  goal  of  abstinence  cause  far  more  prob- 
lems than  alcohologists  are  aware  of,  or  care  to  admit.  At  the  end  of  the 
two-year  follow-up,  during  a last  tape  recorded  interview  the  controlled 
drinking  men  were  asked  what  the  response  of  their  families,  friends, 
and  associates  had  been  to  their  “controlled  drinking.”  Initially,  most 
found  that  their  attempts  met  with  considerable  skepticism  and  concern, 
although  over  time  this  skepticism  waned  and  their  drinking  became 
accepted.  The  Sobells  are  convinced  that  professional  alcohology’s 
inflexible  commitment  to  abstinence  powerfully  reinforces  society’s 
skepticism  and  encourages  a false  and  damaging  either/or  interpretation 
of  alcoholism  by  defining  a recovered  alcoholic  who  drinks  again  as 
drunk,  no  matter  how  appropriate  his  behavior. 


Informal,  Verbal  Criticism 

Most  alcohologists  and  recovering  alcoholics  who  have  heard  about  the 
Sobell’s  work  remain  unconvinced  of  its  merit  and  critical  to  the  flash 
point  of  anger  at  the  Sobell’s  insistance  that  abstinence  should  not  be  the 
only  treatment  goal.  Unlike  the  written  comments  on  Davies’  findings, 
however,  nothing  critical  about  the  IBTA  has  yet  found  its  way  into 
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print  since  it  was  published  in  January,  1973.*  But  the  informal,  verbal 
criticism  they  continue  to  receive  has  been  more  difficult  to  rebut  than 
anything  written  because  it  is  so  personalized  and  indirect.  The  Sobells 
have  been  accused  of  stealing  or  fraudulently  reporting  their  data,  and 


* Since  this  article  was  prepared,  William  Madsen  has  published  a book,  The  American 
Alcoholic:  The  Nature- Nature  Controversy  in  Alcoholic  Research  and  Therapy,  that 
includes  a critical  review  of  the  Sobells’  work,  and  Douglas  Chalmers  has  presented  a 
paper,  “Controlled  Drinking  as  an  Alcoholism  Treatment  Goal:  A Note  on  Research 
Methodology”  at  the  ADPA  Congress  in  San  Francisco,  raising  several  questions  about 
the  Sobells’  research  methods  that  have  been  discussed  earlier  in  this  article. 


si  lJ  U Vi. 

their  motives  are  continually  questioned,  often  by  the  suggestion  that 
I they  are  building  their  reputations  and  a small  fortune  on  a foundation 
of  alcoholic  suffering. 

One  of  the  few  direct,  public  criticisms  of  their  work  took^place  at  the 
National  Institute  on  Alcohol  Abuse  and  Alcoholism  conference  in 
I Washington  in  June,  1973.  In  a striking  article  on  the  genesis  and  nature 
I of  Alcoholics  Anonymous,  William  Madsen,  a southern  California 
anthropologist,  branded  those  who  advocate  any  modification  of  the  dis- 
ease concept  or  the  treatment  goal  of  abstinence  as  “psycho-political  and 
moralistic  alcohologists,”  and  deplored  what  he  considered  their  “attack 
on  A A”  because  it  is  “certainly  reducing  A A’s  appeal  to  the  active 
alcoholics.”  His  implication  that  the  Sobells,  among  others,  were  mor- 
ally labeling  alcoholic  behavior  provoked  their  defense  by  Daniel  Feld- 
man, director  of  the  Orange  County  Alcoholism  Services,  in  what 


turned  into  the  most  intense  debate  of  the  most  heavily  attended  session 
of  the  entire  conference. 


Moralism  and  Facts 

Confrontations  between  those  with  opposing  points  of  view  are  usually 
not  so  dramatic.  Far  more  typical  was  a recent  talk  given  to  a group  of 
recovering  alcoholics  and  their  families  in  a rural  southern  California 
county  by  Max  Schneider,  medical  director  of  Beverly  Manor  Hospital 
for  Alcoholism,  one  of  the  most  well-known  and  traditionally-oriented 
alcoholism  hospitals  in  the  state.  In  response  to  the  question,  “Can  alco- 
holics ever  drink  again?”  this  former  colleague  of  Marvin  Block  grinned 
and  said  wryly,  “I  wish  you  hadn’t  asked  that.  There  are  two  young  psy- 
chologists who  think  so.  I know  them;  they  are  very  sincere,  fine  people. 
But  a lot  of  us  don’t  think  their  data  holds  water.  I think  saying  that 
alcoholics  can  ever  drink  again  is  totally  irresponsible  and  that  they  have 
done  more  harm  to  alcoholics  by  saying  so  than — (shrugs)  its  a fad,  like 
the  megavitamins  and  all  the  other  fads  I’ve  been  telling  you  about  this 
evening,  just  something  for  people  who  are  looking  for  a magic  cure  or 
don’t  want  to  stop  drinking.” 

Such  criticisms  still  rankle.  Accusations  of  irresponsibility  and  the 
suggestion  that  their  work  is  analogous  to  the  religious  and  moral  con- 
demnation of  alcoholism  in  the  last  century  provokes  Mark  to  anger. 
“We  really  get  ticked  off  at  being  called  moralistic  dogmatists  for  saying 
that  an  individual  has  options.  Moralism  is  separate  from  facts.  If  I 
make  an  observation  about  whether  someone  does  or  doesn’t  get  drunk, 
that  he  bears  some  responsibility  for  his  behavior,  that’s  totally  different 
from  saying  whether  that  behavior  is  right  or  wrong.  Simply  to  say  that  a 
person  has  learned  to  drink  to  excess  in  certain  situations  is  not  the  same 
as  saying  that  the  person  is  sinful  or  bad.  Sinful  isn’t  ifi  learning  theory. 
It’s  in  people’s  heads.” 

More  Heat  than  Light 

As  .in  most  ideological  conflict,  the  rhetoric  of  true  believers  on  both 
sides  of  the  controlled  drinking  controversy  has  generated  far  more  heat 
than  light.  Fueled  by  incredible  and  often  volatile  misunderstandings 
about  the  principles  and  program  of  Alcoholics  Anonymous,  and  about 
the  nature  of  behavior  therapy,  communication  between  abstainers  and 
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advocates  of  controlled  drinking  is  often  marked  by  stereotypic  thinking 
and  simplistic  cant.  Far  too  many  alcohologists  and  recovering  alcoholics 
believe  what  they  are  told  by  extremists — who  behave  as  if  A A is  a mili- 
tantly  evangelical  brotherhood  for  the  salvation  of  alcoholics  by  absti- 
nence— and  disparage  behavior  therapy  as  uniformally  Skinnerian. 
From  the  quality  of  argument  it  would  appearthat  far  too  few  alcoholo- 
gists or  recovering  alcoholics  have  carefully  read  Jellinek’s  work  or  the 
book,  Alcoholics  Anonymous,  much  less  the  Sobell’s  reports  of  the 
IBTA.  Far  too  many  credulous  behavioral  scientists  uncritically  accept 
their  colleagues  mechanistic  interpretation  of  the  IBTA,  as  well  as  their 
ignorantly  biased  characterization  of  AA  as  “religious  group”  akin  to  the 
Salvation  Army.  It  is  also  apparently  the  rare  behavioral  scientist  who 
has  taken  the  trouble  to  learn  about  AA  firsthand,  from  attendance  at 
one  of  the  thousands  of  open  meetings  held  daily  throughout  the  United 
States.  Even  the  Sobells  gleaned  what  they  know  about  the  Fellowship 
second  hand,  through  a review  of  the  scientific  literature. 

In  the  Big  Book  Alcoholics  Anonymous,  widely  described  as  the  “AA 
Bible”  and,  in  the  context  of  the  controlled  drinking  controversy,  often 
quoted  like  scripture  by  a fundamentalist  to  “prove”  that  abstinence  is 
the  only  way.  Bill  Wilson  told  his  own  story  and  the  stories  of  others 
who  “got  the  Program”  in  the  early  days.  For  those  not  wearing  the 
blinders  of  true  belief,  however,  a thoughtful  reading  of  the  text  reveals 
an  openness  to  new  ideas  and  future  possibilities  often  overlooked  in  the 
heat  of  debate.  There  are,  of  course,  repeated  references  to  the  belief, 
based  on  hard  experience,  that  alcoholism  is  an  irreversible,  progressive 
disease,  and  admonitions  that  those  who  wrote  the  book  had  found 
sobriety  only  through  abstinence.  But  there  is  also  at  least  one  important 
qualification  particularly  relevant  to  the  controlled  drinking  controversy. 
In  Chapter  3 of  Alcoholics  Anonymous,  entitled,  “More  About  Alco- 
holism,” Bill  Wilson  wrote,  and  the  first  members  of  AA  approved  for 
publication: 

Physicians  who  are  faniilior  with  alcoholism  agree  that  there  is  no 
sueli  thing  as  making  a normal  drinker  out  of  an  alcoholic.  Sci- 
ence may  one  day  accomplish  this,  hut  it  hasn't  done  so  yet. 


Wall  of  Statistics 

The  Big  Book  was  written  in  1939,  and  revised  once  in  1952.  Few  of  the 
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behavioral  treatment  procedures  combined  by  the  Sobells  in  the  IBTA 
were  developed  until  the  1960s.  Is  it  far-fetched  to  imagine  that  in  this 
age  of  rapid  scientific  advance  “Science”  might  accomplish  what  it  could 
not  just  20  years  ago?  If  he  were  alive  today,  though  Bill  Wilson  would 
probably  be  skeptical  of  the  Sobells’  results,  it  is  unlikely  he  would  con- 
temptuously reject  any  treatment  of  alcoholism  prior  to  investigation. 

Unfortunately,  the  IBTA  is  not  readily  accessible  to  even  those  alcohol- 
ogists  and  recovering  alcoholics  who  would  like  to  know  more  about  the 
controlled  drinking  controversy.  One  reason  is  that  the  first  report 
appeared  in  Behavior  Therapy,  January,  1973,  a journal  more  widely 
read  by  behavior  therapists  than  alcohologists.  A second  reason  is 
that  in  order  to  defend  against  criticism  from  the  academic  and  profes- 
sional communities,  the  Sobells  eschewed  anecdotal  reporting  for 
detailed  statistical  proof.  Like  pikes  in  a Roman  encampment,  this  bris- 
tling data  has  defeated  the  efforts  of  many  alcohologists  and  recovering 
alcoholics  trying  to  understand  the  IBTA.  Unable  to  get  through  the 
statistics,  they  have  been  forced  to  accept  on  faith  the  Sobell’s  assertion 
that  after  two  years  the  men  in  the  experimental  treatment  program  are 
still  practising  controlled  drinking.  Given  their  own  destructive  drinking 
experiences  it  is  not  surprising  that  faced  with  a choice  between  beliefs, 
most  recovering  alcoholics  and  many  alcohologists  suspect  that  instead 
of  the  sober  life  the  Sobells  describe,  the  men  behind  the  wall  of  statistics 
are  as  drunk  as  legionnaires  on  Bacchanal. 

Many  also  mistake  the  dry  data  for  the  treatment  process  and  are  con- 
vinced that  any  method  so  apparently  cold  and  inhuman  could  not  work. 
In  this  they  are  encouraged  by  misrepresentations  of  the  IBTA  which 
range  from  Time's  simplistic  description  of  aversive  conditioning  to  the 
kiss  of  death  pronouncements  of  behaviorists  whose  enthusiasm  for  what 
they  consider  “scientific”  virtues  in  the  IBTA  appalls  the  Sobells. 

Unpopular  but  Correct 

A careful  reading  of  the  several  reports  on  the  IBTA  suggests  what  the 
Sobells  are  quick  to  confirm:  As  in  AA,  the  most  important  variables  in 
the  treatment  process  were  the  human  relationships  between  therapists 
and  patients.  In  fact,  the  human  factor  was  so  very  important  that  Linda 
wonders  if  the  IBTA  can  really  ever  be  replicated.  It  will,  of  course,  be 
possible  to  repeat  different  procedures,  but  she  doubts  that  the  enthusi- 


i 


it 

'i 


I 

I 

ii 

t 

I 

I 

i 

I 

jl 

li 

i[ 

i 

It 

iii 
I 

I 

I 


62 


j asm,  dedication,  and  commitment  of  the  young  research  staff  can  be 
i repeated.  Like  AA  members  who  accept  without  question  anyone  who 
I wants  to  stop  drinking  regardless  of  their  social  status  or  their  deteriora- 
I tion,  the  Sobells  and  the  staff  became  personally  involved  with  70  men, 

I most  of  whom  society  had  regularly  rejected  as  drunks  and  skid  row 
bums.  Like  the  A A program,  the  IBTA  was  designed  to  teach  a new 
understanding  of  a familiar  pattern  of  drinking  behavior,  and  offered 
specific  steps  to  effect  a change  in  that  behavior.  But  perhaps  the  most 
striking  similarity  between  the  IBTA  and  A A was  in  the  follow-up. 
Rather  than  the  relatively  sterile  data  collection  process  originally 
intended,  because  of  Linda  Sobell’s  concern  and  assistance,  the  at  least 
once-monthly  contacts  became  the  treatment  procedure  most  highly  val- 
ued by  all  the  men.  If  they  had  been  “pigeons”  new  on  the  AA  program, 
Linda  would  have  been  their  sponsor. 

Yet  despite  the  flexibility  implicit  in  Bill  Wilson’s  written  word  and 
; ; similarities  between  the  A A program  and  IBTA,  it  remains  to  be  seen 
I how  receptive  the  field  of  alcohology  will  be  to  new  treatment 
; approaches  and  goals.  Without  specific  reference  to  the  Sobell’s  work 
; but  as  an  apparent  reaction  to  renewed  interest  in  controlled  drinking, 
, the  National  Council  on  Alcoholism  has  recently  issued  a policy  state- 
i ment  reaffirming  abstinence  as  the  only  acceptable  goal  in  the  treatment 
s of  alcoholism.  But  the  Sobells  believe  that  what  Linda  calls  the  Zeitgeist 
has  already  changed.  She  cites  as  evidence  the  fact  that,  despite  criticism 
from  the  alcohology  establishment,  they  have  been  offered  large  sums  to 
• set  up  private  treatment  programs  for  alcoholism — offers  they  have 
refused.  They  interpret  the  long  critical  silence  in  the  scientific  literature 
li  since  the  publication  of  the  IBTA  as  evidence  that  although  their  find- 
le  ings  may  not  be  popular,  basically  they  are  correct.  “I  think  even  the 
al  change  from  ’69  to  now  is  obvious,”  Linda  says.  “I  don’t  think  there  is 
any  way  to  stop  the  movement  to  look  at  alternatives  to  abstinence.  The 
Zeitgeist  is  there  now.  Because  we  simply  don’t  know  what  is  going  on 
with  alcoholism  and  there  is  need  for  many  different  methods.” 
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by  Milan  Korcok 


This  is  the  first  in  a series  of  articles  on  alcoholism  in  the  work 
place.  Subsequent  articles  will  investigate  the  efficacy  of  various 
treatment  approaches,  the  development  of  outpatient  programs, 
and  the  involving  of  unions  and  management  in  trying  to  reclaim 
the  full  working  capacity  of  employees  with  drinking  problems. 


When  the  whistle  blew  at  the  end  of  the  shift  the  factory  worker  wobbled 
over  to  his  car,  turned  the  key,  skidded  out  of  the  parking  lot,  made  a 
left  turn  when  he  intersected  the  railroad  tracks,  and  roared  on  down  the 
rails  as  if  he  were  the  Supercontinental. 

Only  when  he  smacked  head  on  into  the  train  engine  did  he  realize  that 
the  railbed  was  not  a highway.  There  he  was,  alive,  but  still  drunk.  In 
the  case  of  this  particular  Ontario  worker,  the  identification  of  his  drink- 
ing problem  and  its  effects  was  pretty  straightforward,  and  highly  visible. 

But  to  hundreds  of  thousands  of  North  Americans  whose  work  suffers  in 
some  way  because  of  their  drinking,  the  revelation  that  they  have  a 
problem  is  rarely  so  dramatic.  A recurring  pattern  of  Monday  morning 
“flu,”  lateness,  work  errors,  and  accidents  may  take  some  time  to 
become  obvious.  Poor  management  decisions  spawned  in  an  individual’s 


Mr.  Korcok  is  a freelance  science  writer  and  contributing  editor  to  A.R.F.  newspaper, 
The  Journal. 
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state  of  hangover,  emotional  stress,  or  anxiety  may  take  even  longer  to 
be  uncovered  and  v^hen  they  are,  they  may  be  impossible  to  quantify  in 
terms  of  dollars. 

Yet  each  day,  dollars  are  being  skimmed  off  the  economy.  Workers — 
from  top  management  to  production  line — are  covering  up  or  filling  in 
for  colleagues  who  can’t  quite  cope,  and  families  are  being  crippled  by 
the  inability  of  breadwinners  to  earn  the  bread  because  they  drink  too 
much. 


Oversized  Overlap 

North  American  society  places  a high  value  on  its  freedom  to  drink 
alcohol.  And  probably  no  society  places  a higher  priority  on  aggressive- 
ness, hard  work,  and  the  compulsion  to  “get  ahead.”  In  a society  where 
drinking  is  sanctified  and  work  is  revered,  it  is  inevitable  that  the  two 
should  overlap.  But  it  is  not  inevitable  that  the  size  of  the  overlap  has  to 
be  tolerated. 

Consequently,  scores  of  executives,  managers,  and  supervisors  represent- 
ing a broad  range  of  Ontario  industry  recently  have  been  looking  with 
new  interest  at  a series  of  programs  developed  by  the  Addiction 
Research  Foundation  and  designed  to  reclaim  the  full  working  capaci- 
ties of  employees  with  alcohol-related  problems. 

The  programs  may  differ  from  location  to  location  depending  on  the 
treatm^t  facilities  available,  and  the  philosophical  variables  of  company 
policy.  But  in  one  critical  respect  they  are  the  same:  constructive  coer- 
cion. The  language  may  seem  paradoxical,  but  its  meaning  is  sirnple — 
confront  the  problem  drinker  with  the  fact  that  his  job  performance  is 
suffering  and  coerce  him  to  do  something  constructive  about  getting 
back  on  the  rails  and  giving  his  employer  his  money’s  worth. 

Tested  in  Toronto  at  8 May  Street,  the  Foundation’s  residential  pro- 
gram for  the  employed  alcoholic,  the  constructive  coercion  methodology 
has  been  carried  to  more  than  270  individual  plants  and  business  loca- 
tions throughout  the  province.  In  the  vast  majority  of  these  organiza- 
tions, specific  programs  based  on  the  principle  of  constructive  coercion 
are  still  in  their  nascent  stages.  But,  as  the  A.R.F.  representatives  pro- 
moting the  programs  see  it,  the  foot  is  in  the  door. 
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“Ten  years  ago  . . , ^ r 
that  was  pretty 


) Earl  Patton 


Director  of  industrial  education  programs,  A.R.F. 
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The  Hidden  Problem 

Ever  since  the  1940s,  when  North  American  industry  took  its  first  few 
steps  toward  developing  means  of  spotting  the  alcoholic  on  the  job  there 
has  been  growing  concern  about  the  real  size  of  this  hidden  problem. 
Alcoholism,  as  it  effects  industry,  is  not  just  a matter  of  vodka  bottles  in 
an  executive’s  desk,  or  a jug  of  “Old  Overshoes”  in  the  lunch  bucket.  It 
is  much  more  insidious. 

The  profile  of  the  problem  drinker — who  may  never  take  a nip  on  the 
job  but  makes  up  for  it  once  the  whistle  blows — is  quite  discernible.  His 
absenteeism  rate  is  twice  or  three  times  the  normal  rate;  so  is  his  record 
of  lateness.  Problem  drinkers  have  twice  as  many  accidents  at  work  as 
other  employees,  and  the  accident  rate  away  from  the  job  is  extremely 
high. 

The  problem  drinker  often  has  a disruptive  influence  on  his  colleagues  at 
the  job  site,  who  feel  they  have  to  cover  up  for  him  or  do  part  of  his  job 
in  addition  to  their  own.  This  type  of  worker  usually  does  not  produce  as 
well  as  is  expected  of  him,  he  finds  it  difficult  to  work  with  colleagues 
and  supervisors,  and  he  often  runs  into  financial  problems  that  impinge 
on  his  job  environment.  Garnishee  of  wages  and  phone  calls  from 
finance  companies  are  inconveniences  that  supervisors  or  payroll  depart- 
ments neither  need  nor  appreciate.  And  who  can  possibly  put  a dollar- 
loss  figure  on  the  damage  done  to  a company’s  image  by  a drunken  sales 
representative,  or  a vice-president  whose  preoccupation  with  liquid 
lunches  only  fuels  a growing  incompetence? 

Commitment  to  Respond 

Historically,  alcoholism  as  it  affects  the  job  has  been  a hush-hush  affair. 
When  it  became  so  blatant  that  an  employee’s  drinking  could  no  longer 
be  ignored,  he  was  usually  told  to  shape  up  or  ship  out.  He  usually 
shipped  out.  But  attitudes  are  changing.  Alcoholism  as  a major  public 
health  problem  is  gaining  recognition  and  many  industries  and  unions, 
finding  that  anywhere  from  three  to  five  percent  of  their  employees 
might  be  expected  to  have  alcohol  problems,  are  committing  themselves 
to  some  kind  of  response. 

In  Ontario  alone,  epidemiological  studies  done  by  the  Addiction 
Research  Foundation  show  there  are  almost  300,000  people  who  drink 
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I to  the  point  of  risking  damage  to  their  health.  Half  of  these  are  consid- 
I ered  alcoholics  in  that  they  have  problems  which  include  frequent  intoxi- 
i cation,  binge  drinking,  pathological  behavior,  psychological  dependence, 
family  problems,  deteriorating  relationships  with  friends,  employers,  and 
legal  authorities. 

Yet  only  a small  number  of  this  group — no  more  than  10  percent — is 
made  up  of  the  down-and-out  on  skid  row.  At  least  50  percent  of 
Ontario’s  alcoholics  are  fully  employed.  By  the  most  conservative  esti- 
mates, there  are  almost  75,000  people  with  alcohol  problems  on  the 
payroll  of  Ontario  businesses  and  industries.  Many  of  these  people  still 
have  homes,  family,  obligations,  and  supports;  they  still  have  the  incen- 
, tive  to  pull  themselves  into  shape.  What  they  need  is  the  means  and  the 
I resolution  to  do  so.  That’s  what  constructive  coercion  in  the  working 
environment  is  all  about. 

Creating  a Crisis 

There  is  something  about  constructive  coercion  that  seems  to  appeal  to 
: the  productivity-orientation  of  today’s  management.  It  is  straightfor- 
ward, honest,  and — in  that  it  guarantees  the  cooperative  employee  the 
full  range  of  sickness  benefits  and  continuation  of  salary  while  he  is  in 
treatment — it  is  compassionate. 

1 Though  variations  exist  among  programs,  there  are  certain  conditions 
that  are  constant.  The  company  must  adopt  a clear-cut  policy  recogniz- 
ing alcoholism  as  an  illness,  and  preferably  a written  one  articulating  the 
mechanism  for  dealing  with  employees  whose  use  of  alcohol  impairs 
their  work  performance.  The  policy  must  specify  that  the  employee, 
while  in  treatment,  will  receive  all  benefits,  that  his  seniority  and  pay  will 

j be  maintained,  and  that  he  will  not  have  to  bear  any  treatment  costs. 

y 

2 The  policy  makes  clear  that  on-the-job  performance  is  the  only  criterion 
, to  be  judged.  The  key  to  the  program  is  to  create  in  the  employee  a crisis 

about  which  he  must  make  a decision:  he  either  enters  a specified  treat- 
ment  program  which  will  enable  him  to  bring  his  productivity  back  to 
normal,  or  he  is  let  off  the  job. 

m Treatment  mechanisms  can  vary  widely,  depending  upon  what  is  avail- 
ik  able  in  any  given  community.  In  Toronto,  the  facilities  most  widely  used 
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Dr.  Robert  Martin 

Medical  director  of  Dominion  Foundries  and  Steel  Corporation,  Hamilt 
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in  the  constructive  coercion  program  are  8 May  Street,  the  A.R.F.’s 
Clinical  Institute,  the  inpatient  program  at  the  Donwood  Institute,  and 
the  Whitby  Psychiatric  Hospital  alcohol  program.  The  Hamilton  Psy- 
chiatric Hospital’s  alcoholism  rehabilitation  program  offers  a three-week 
inpatient  program  that,  in  combination  with  A.R.F.’s  outpatient  treat- 
ment and  referral  service,  provides  the  core  treatment  activity  in  that 
city.  The  program  is  supplemented  by  outpatient  services.  Other  Ontario 
treatment  facilities  include  the  Addiction  Services  Unit  at  Peterbourgh 
and  the  Addiction  Studies  Unit  in  Kingston.  In  most  communities 
throughout  the  province  A.R.F.  counsellors  either  provide  liaison  ser- 
vices between  industry  and  treatment  facilities,  or  provide  treatment 
themselves. 

One  of  the  most  encouraging  developments  now  being  reported  by  treat- 
ment people  in  various  parts  of  the  province  is  a growing  confidence  in 
the  use  of  outpatient  services  to  rehabilitate  workers.  This  is  particularly 
important  in  non-metropolitan  areas  where  alcoholism  clinics  or  other 
specialized  inpatient  treatment  units  are  scarce. 


Earl  Patton,  in  charge  of  8 May  Street  since  its  inception  in  1968,  and 
chairman  of  A.R.F.’s  provincial  coordinating  group  for  industrial  pro- 
grams, has  observed  a great  change  in  the  business  community’s  attitude 
toward  the  drinking  employee  during  the  past  decade.  “Ten  years  ago 
the  policy  was  to  keep  people  on  the  payroll  as  long  as  they  could 
successfully  conceal  their  problem.”  Then,  with  the  introduction  of  con- 
structive coercion,  the  game  rules  changed.  “We  began  peddling  a 
philosophy  that  was  pretty  different.  We  talked  of  alcoholism  as  a 
behavioral  illness,  but  a treatable  one.  We  admitted  you  couldn’t  cure  the 
individual,  but  you  could  rehabilitate  him  to  the  point  where  he  could 
function  as  he  was  expected.” 


Dollars  and  Cents  Incentive 

Dr.  Robert  Martin,  medical  director  of  Dominion  Foundries  and  Steel 
Corporation  (Dofasco)  in  Hamilton,  is  one  of  the  pioneers  in  applying 
constructive  coercion  in  industry.  Back  in  1962,  Dr.  Martin  and  Dofasco 
instituted  a program  for  their  employees.  “For  us  it  was  basically  a dol- 
lars and  cents  kind  of  thing,”  says  Dr.  Martin.  “Every  time  a man  is  off 
the  job  you  need  someone  to  fill  in  for  him  and  the  replacement  probably 
fiiiis  not  trained  for  that  job.  We  figured  we  had  at  least  $5,000  to  $8,000 
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invested  in  an  employee’s  education  and  it  would  take  that  much  money 
again  to  bring  the  replacement  to  the  point  where  he  could  do  an  equal 
job.  That  was  back  in  1962  and  costs  have  risen.” 

Dr.  Martin  considers  a “good  result”  someone  who  doesn’t  relapse 
more  than  once  a year,  and  a “fair  result”  an  individual  with  two  orl 
three  relapses.  More  than  that  and  the  result  must  be  classified  as|j 
“poor,”  says  Dr.  Martin.  According  to  these  criteria,  of  the  250 
Dofasco  workers  who  have  undergone  treatment  since  1962,  45  percent 
were  judged  to  be  good  results,  33  percent  fair  results  (up  to  this  point  the 
people  were  worth  keeping  on  the  job),  and  22  percent  were  judged  as 
poor  results. 

Ontario  Hydro,  one  of  the  first  companies  to  join  the  May  Street  pro- 
gram, and  one  that  has  used  the  facilities  extensively,  shows  that  around 
70  percent  of  referred  employees  have  returned  to  function  satisfactorily 
on  the job. 

Common  Trouble  Spot 

One  of  the  newest  industrial  programs  is  that  instituted  within  the  past 
year  for  the  Toronto  Star's  2,500  employees,  many  of  whom  are 
exposed  to  the  high  tension  and  high  stress  of  deadlines.  Dr.  Lance  M. 
Cathcart,  medical  consultant  to  the  Star  and  director  of  family  medicine 
at  St.  Michael’s  Hospital  in  downtown  Toronto,  believes  that  the  alco- 
holism problem  within  the  newspaper  industry  probably  exceeds  the 
industrial  average  of  from  three  to  five  percent. 

As  of  February,  about  20  people  had  been  referred  for  treatment  in  the 
Star  program.  Not  enough,  says  Dr.  Cathcart,  who  feels  they  are  not 
reaching  the  people  they  should  despite  the  fact  that  Star  management 
and  the  unions  endorsed  the  alcoholism  treatment  policy,  and  more  than 
180  supervisory  and  management  staff  have  undergone  intensive  teach- 
ing seminars  designed  to  help  them  spot  and  follow  up  on  subnormal 
working  performances. 

The  trouble  spot  at  the  Star,  is  a trouble  spot  that  has  plagued  alfl 
companies  wrestling  with  constructive  coercion — the  requirement  that  2 * 
supervisor  recognize  and  confront  a man  whose  work  appears  to  hi 
suffering  because  of  drinking. 
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“A  problem  drinker . . . will  tolerate  abuses  to  his 
family,  his  friends,  and  his  finances,  but  when 
his  job  is  threatened  he  will  dig  in  his  heels/' 


Dr.  Lance  M.  Cathcart 

Director  of  family  medicine,  St  Michael’s  Hospital,  Toronto 


Emotional  Pressure  Cooker 


The  education  process  used  to  prepare  a supervisor  for  this  task  is  exten-i 
sive,  and  it  is  critical.  The  guidelines  specify  that  a supervisor  never  try 
to  diagnose  the  specific  problem  causing  inferior  work  performance — be 
it  alcoholism,  a stressful  home  situation,  a financial  problem.  That  diag- 
nosis must  be  left  to  the  company  physician  or  the  professional  counsel- 
lor to  whom  the  person  is  referred.  The  supervisor  is  to  talk  only  about 
work  performance,  lateness,  absenteeism,  poor  productivity,  and  be 
absolutely  sure  of  his  facts  when  he  does  so. 

That’s  straightforward  enough,  but  putting  that  policy  into  practice  is 
tough  in  all  programs.  Attitudes  of  management  and  supervisors  often 
differ.  Some  hard  liners  believe  that  a man  whose  productivity  has 
become  inadequate  because  of  drinking  should  be  fired  outright.  Others 
lean  instinctively  toward  the  cover-up. 

The  fact  is  that  many  supervisors  admit  they  simply  cannot  finger  a man 
and  sit  down  with  him  face  to  face  in  that  kind  of  emotional  pressure 
cooker.  Many  are  also  ill-prepared  to  handle  the  highly  refined  manipu- 
lative techniques  that  are  often  part  of  an  alcoholic’s  makeup.  They  must 
be  ready  for  denial,  resentment,  and  even  abuse.  One  A.R.F.  supervi- 
sors’ manual  ominously  points  out:  “Remember  this  first  step  can  be 
very  painful  for  the  employee.  It  can  be  a time  of  great  tension  for  both 
of  you.”  That  is  something  of  an  understatement  for  the  supervisor  who 
may  be  faced  with:  “Charlie,  we’ve  been  working  together  for  20  years, 
how  can  you  say  this  about  me?” 


Union  Involvement  Fundamental 

In  the  first  interview  the  supervisor  reviews  the  employee’s  record,  sug- 
gests a visit  to  a doctor  or  other  treatment  agency,  and  assures  the 
employee  that  his  job  will  be  protected  if  he  cooperates  by  seeking  help. 
Whether  or  not  the  employee  accepts  the  offer,  it  is  made  clear  that  his 
job  is  on  the  line  if  performance  does  not  improve.  At  a subsequent 
interview — perhaps  three  or  four  months  later — the  performance  is 
again  reviewed  and  if  there  is  no  improvement  the  supervisor  spells  out 
the  company  policy  stipulating  that  the  worker  either  get  into  treatment 
or  forsake  his  job. 

So  far  as  the  employee  is  concerned,  there  can  be  no  doubt  that  the  i 
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company,  and  usually  his  union,  approve  of  the  policy  and  stand  behind 
it.  Union  involvement  is  fundamental  to  making  constructive  coercion 
work.  In  the  Ontario  program,  unions  have  been  strongly  supportive  of 
company  policies  setting  up  programs,  and  in  many  cases  unions  have 
been  involved  in  discussions  and  planning  from  the  earliest  stages. 


I Rapid  Growth  since  1968 

Industrial  programs  based  on  constructive  coercion  have  spread  rapidly 
throughout  the  province.  One  recent  A.R.F.  inventory  showed  involve- 
5 ment  of  270  divisional  or  departmental  groups  affiliated  with  1 85  com- 
panies.  In  all,  these  companies  employ  almost  500,000  people.  In  Ham- 
5 ilton  alone,  community  seminars  have  been  held  with  representatives  of 
j the  area’s  30  largest  employers — medical  directors,  public  health  nurses, 
and  union  officials.  Altogether,  the  meeting  represented  75,000  employ- 
ees in  industry,  business,  government,  and  other  institutions — 40  per- 
„ cent  of  the  area’s  employees.  Follow-up  workshops  were  held  with  these 
5 same  organizations  in  early  1 975. 


5l  That  is  pretty  impressive  considering  that  as  recently  as  1 968,  May 
j.  Street  personnel  were  still  knocking  on  doors  trying  to  sell  the  construc- 
ij  tive  coercion  concept  to  the  lO  original  companies  (Gulf  Oil,  Kodak, 
I Imperial  Oil,  the  Metro  Toronto  Police,  Ontario  Hydro,  Bell  Tele- 
iQ  phone,  the  Ontario  Civil  Service,  IBM,  and  Union  Carbide). 

'S, 

In  1 973,  1,200  individuals  were  referred  for  treatment  from  among  the 
185  participating  companies  across  the  province.  In  absolute  terms  this 
is  not  a lot,  but  then  many  of  the  programs  are  still  in  their  preliminary 
stages,  and  supervisors  are  still  in  the  process  of  acquiring  the  skills  they 
g.  need  to  identify  and  confront  the  problem  employee. 

he 


Conspicuous  Gaps 

But  it  is  clear  that  not  all  companies,  even  those  who  have  foripally 
adopted  written  policies,  have  the  same  commitment  to  the  value  or  the 
Dracticality  of  constructive  coercion.  Some  have  gained  more  in  terms  of 
Dublic  relations  than  they  have  from  employee  rehabilitation  in  institut- 
ing in-plant  programs.  The  A.R.F.  inventory  shows  many  firms  with 
nore  than  5,000  employees  referring  only  two  or  three  people  through- 
[h^  )ut  1973.  Earl  Patton  of  May  Street  notes  that  even  some  of  the  pro- 
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Richard  Allaster 

Personnel  manager,  National  Steel  Car,  Hamilton 
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gram’s  charter  companies  are  realizing  that  they  have  failed  to  follow 
through  and  are  only  now  starting  to  put  some  teeth  into  policies  they 
adopted  five  or  six  years  ago. 

There  are  also  conspicuous  gaps  in  the  provincial  lineup.  Banks  and 
insurance  companies,  for  example,  have  shown  little  response  to  occupa- 
tional alcoholism  programming.  At  the  Canadian  Imperial  Bank  of 
Commerce,  the  concept  of  constructive  coercion  is  just  now  in  the  dis- 
cussion stage.  But  there  are  problems  on  the  horizon— not  just  for  this 
one  firm  but  for  many  business  or  industrial  giants  with  a multitude  of 
small  branch  offices.  As  one  CIBC  spokesman  asked:  “How  do  you 
train  supervisors  when  the  branches  are  scattered  so  broadly  about  the 
country?  Who  do  you  designate  as  supervisors  in  small  branches?  Either 
you  go  to  relatively  junior  personnel,  or  you  put  an  added  load  on 
branch  managers,  many  of  whom  shift  locations  frequently.” 

A Matter  of  Priorities 

Quite  clearly,  not  all  business  and  industrial  leaders  see  confrontation  of 
alcoholism  as  their  greatest  priority.  Some  will  argue  that  they  do  not 
have  a problem,  that  other  organizational  problems  are  more  pressing, 
that  they  fear  unions  might  abuse  the  illness  concept.  Some  feel  the 
program  is  too  big  for  their  organization,  they  fear  head  office  won’t 
buy,  that  it  would  be  too  costly  in  respect  to  any  potential  payoff.  Many 
are  unaware  of  what  such  programs  can  do,  just  as  they  are  unaware  of 
the  treatment  facilities  that  may  already  exist  in  their  communities. 

In  response  to  this  hesitancy,  proponents  of  constructive  coercion  are 
hampered  by  their  lack  of  data.  There  is  just  no  way  one  can  really 
quantify  the  value  of  such  rehabilitation  in  terms  of  dollars  and  cents  just 
as  there  is  no  accurate  way  one  can  estimate  the  true  costs  to  industry  of 
alcohol  abuse.  Consequently,  a lot  of  the  persuasion  factor  depends  on 
intuition,  a “feeling”  that  there  is  something  economic — as  well  as 
humane — about  salvaging  somebody  who  may  have  a number  of  years 
of  productivity  left  in  him. 

Richard  Allaster,  personnel  manager  at  National  Steel  Car  in  Hamilton, 
is  now  in  the  process  of  testing  the  applicability  of  an  alcoholism  pro- 
gram in  his  company’s  surroundings.  Allaster  is  concerned  about  the 
growing  absenteeism  which,  among  his  company’s  1,400  employees,  is 
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now  running  to  almost  20  percent.  That  is  astronomical,  says  Allaster, 
but  of  course  most  of  that  occurs  among  the  newer,  more  transient 
employees  and  it  is  impossible  to  tell  how  much  is  attributable  to  drink- 
ing. 

One  Step  at  a Time 

Alcoholism  is  a problem  deeply  rooted  in  society,  says  Allaster.  There 
are  many  factors  influencing  a person’s  drinking  habits,  many  of  them 
beyond  the  capability  of  industry  to  control,  he  says.  “But  if  we  can  save  W 
a man  who  has  10  years  of  good  service  left,  then  we  must  try.” 

At  present.  National  Steel  Car  has  committed  itself  to  a pilot  program 
by  which  Allaster  will  analyze  the  records  of  people  with  abnormal 
absentee  rates  and  work  performance,  and  try  to  get  some  of  these  to 
voluntarily  seek  help.  Those  who  agree  will  be  referred  to  the  municipal 
medical  officer  of  health.  Dr.  Ian  Cunningham,  and  their  treatment  will 
be  followed  up  to  determine  results.  There  has  to  be  some  attempt  to 
build  up  confidence  in  the  plant  for  this  type  of  program,  before  imple- 
menting a full  scale  effort.  Allaster  feels.  Consequently,  it  will  be  one 
step  at  a time. 

The  threat  to  a man’s  job  is  a powerful  stimulus.  As  Dr.  Cathcart  of  the 
Star  program  points  out,  there  are  many  things  a problem  drinker  will 
suffer.  He  will  tolerate  abuses  to  his  family,  his  friends,  and  his  finances, 
but  when  his  job  is  threatened  he  will  dig  in  his  heels.  That  “digging  in” 
is  just  what  the  proponents  of  occupational  programs  are  counting  on. 
Because  they  know  that,  if  the  employee  is  going  to  face  up  to  his 
problem  realistically,  there  is  no  better  place  than  in  a job  he  can’t  afford 
to  lose — either  because  of  loss  of  income,  or  loss  of  dignity. 


78 


DPEN  ENC 


Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion, 
and  reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should 
be  50  to  200  words,  signed,  and  addressed  to  the  editor.  Addictions, 
Addiction  Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto 
MSS  2S1.  The  editor  reserves  the  right  to  edit  letters  for  publication. 

/ would  like  to  express  my  enjoyment  of  the  article  by 
Mark  and  Linda  Sobell,  “Alternative  to  Abstinence: 

Time  to  Acknowledge  Reality/’ 

We  are  attempting  to  develop  a holistic  approach  to 
problems  in  living  and,  within  this  approach,  to 
re-evaluate  all  human  situations  in  terms  of  the  indi- 
vidual’s pattern  of  meeting  his  or  her  needs.  The  arti- 
cle by  the  SobelTs  will  fit  nicely  into  our  staff  discus- 
sions  It  not  only  challenges  an  ideological  stance;  it 

challenges  how  we  perceive  and  experience  reality. 

Arch  Andrew 
Co-ordinating  Director 
York  Community  Services 
Toronto,  Ontario 


I found  the  articles  in  Winter  ’74  Addictions  interesting 
but  their  value  to  me  was  zero.  In  journal  articles  the 
concepts  presented  and  the  arguments  developed  are 
supported  by  reference  to  the  work  of  other  people. 
This,  I believe,  is  how  knowledge  is  increased — by 
building  on  what  others  have  done.  The  works  referred 
to  are  usually  listed  at  the  back  of  the  article  or  in 
footnotes  for  those  interested  to  read  further.  The 
listing  also  serves  an  additional  function — one 
stressed  in  the  article  by  Mark  and  Linda  Sobell — the 
determination  of  whether  the  relied-on  data  are  pro- 
perly used.  In  the  Winter  ’74  issue,  the  listing  of  refer- 
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ences  is  omitted,  suggesting  that  reading  of  the  origi- 
nal articles  really  serves  no  useful  purpose.  It  also  con- 
veys the  impression  that  Addictions  is  adopting  a new 
stance.  It  is  no  longer  a journal  presenting  articles  of 
interest  to  “people  engaged  in  research,  treatment,  or 
education  in  the  field  of  alcoholism  and  drug  depend- 
ence.” It  is  now  a journal  presenting  a dogmatic  posi-  r 
tion  which  the  readers  must  accept  without  any  I't 
attempt  at  evaluation.  ; 

Dr.  C.  H.  S.  Jayewardene 
Chairman,  Criminology  Department 
University  of  Ottawa 


I must  take  strong  exception  to  the  article  by  Robert 
McKeown,  “The  Pill-popping  World  of  Pro  Football,” 

(Fall  ’74) As  a practising  athletic  therapist  and  an 

executive  member  of  the  Canadian  Athletic  Therapists’ 
Association,  I would  like  to  make  it  perfectly  clear  that 
we  do  not  dispense  any  prescription  drug  without  the 
prior  knowledge  and  consent  of  our  team  physicians.  It 
has  been  my  experience  also,  that  a clear  minority  of 
team  physicians  will  prescribe  any  analgesic,  perform- 
ance-related drug,  or  be  a part  to  any  medically  non- 
acceptable  practice  where  an  athlete  is  concerned. 

Mr.  McKeown’s  “blanket”  statements  and  article  do  a 
complete  disservice  to  all  the  hard-working,  ethical, 
and  truly  professional  medical  and  para-medical  indi- 
viduals working  with  both  amateur  and  professional 
athletes  alike. 

Patrick  D.  Clayton 

Royal  Military  College  of  Canada 

Kingston,  Ontario 
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JNp  DBues 


by  Barbara  Tucker 


1^  The  question  of  whether  or  not  drugs  taken  during  pregnancy  will  ad- 
f versely  affect  the  fetus  (the  unborn  child  in  the  uterus)  or  the 
I newborn  (child  less  than  a month  old)  is  a difficult  one  to  answer.  Thus 
I far,  reliable  studies  on  the  matter  are  regrettably  scarce  and  very  little  is 
I ^ known  which  can  actually  be  applied  to  all  pregnancies. 


However,  since  reports  show  that  approximately  92  percent  of  women 
^ take  at  least  one  drug  during  their  pregnancy  and  3.9  percent  take  10  or 


more,  it  is  important  to  at  least  try  to  clarify  and  explain  the  situation  as 
best  as  possible. 

To  begin  with,  a percentage  of  almost  every  drug  which  enters  the 
mother’s  circulation  also  enters  the  circulation  of  the  fetus  through  the 
placenta  (the  vascular  organ  that  unites  the  fetus  to  the  maternal 
uterus). 

Some  drugs  are  teratogenic  (tending  to  cause  developmental  malforma- 
tions in  the  newborn) ; others  are  not.  Some  drugs  cause  abnormalities 
in  the  newborn  of  some  women  but  not  in  others.  For  example,  in  the 
case  of  the  drug  Thalidomide  (a  sedative  hypnotic)  which  in  the  late 
50s  produced  such  extreme  malformations  in  the  newborns  of  20  per- 
cent of  the  women  who  took  it  during  pregnancy,  the  majority  (80  per- 
cent) experienced  normal  births.  Obviously  the  situation  is  compli- 
cated. However,  there  are  some  general  statements  which  have  been 
proven  and  which  might  be  used  as  broad  guidelines: 

1.  During  pregnancy.  Generally,  drugs  given  to  a woman  during  the  first 
trimester  of  her  pregnancy  create  the  most  concern.  It  is  during  this 
time  that  there  is  the  greatest  danger  of  causing  malformations  (irregu- 
lar, abnormal,  or  faulty  formation  of  structure)  in  the  fetus.  Since  this  is 
also  the  time  when  a woman  may  not  even  be  aware  she  is  pregnant,  all 
women  of  childbearing  age  — especially  those  who  plan  a family  in  the 
near  future  — should  use  great  caution  before  taking  any  drug.  Much 
caution  should  also  be  exercised  by  physicians. 

After  the  eighth  week  of  pregnancy,  the  possible  hazards  from 
teratogenic  agents  decrease.  Although  structural  damage  to  the  fetus 
would  most  likely  occur  during  the  first  11  weeks  of  pregnancy, 
possible  future  behavioral  damage— such  as  learning  impairment  or 
hyperactivity— due  to  the  intake  of  drugs  exists  throughout  the  preg- 
nancy. It  is  important  to  remember  that  at  all  times  during  pregnancy, 
the  higher  and  more  frequent  the  dosage,  the  more  likely  the  fetus  will 
be  exposed  to  the  drug. 

2.  During  the  nursing  period.  A certain  percentage  of  many  drugs  ad- 
ministered to  the  nursing  mother  may  be  excreted  in  the  human  milk 
in  some  form.  Very  often  the  amount  is  too  small  to  have  any  signifi- 
cant effect,  but  the  hazards  are  still  potentially  great.  Both  the  fetus  and 
the  newborn  lack  the  necessary  enzyme  systems  which  are  used  to 
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break  down  drugs.  In  a way,  the  newborn  infant  is  even  more  vulnera- 
ble to  the  influence  of  drugs  than  is  the  fetus.  The  newborn  must  de- 
pend on  its  own  inadequately  developed  capacity  for  getting  rid  of  the 
drug,  whereas  the  fetus  is  still  utilizing  the  physical  systems  of  its 
mother. 

During  pregnancy,  and  indeed  at  all  times,  the  primary  consideration 
should  be  that  drugs  are  only  to  be  used  in  situations  where  the  antici- 
pated benefits  far  outweigh  the  possible  risks  of  their  use.  It  would  be 
wrong  to  deprive  the  mother  of  drugs  essential  to  her  well-being  — and 
to  the  successful  outcome  of  the  pregnancy  itself. 

Even  though  no  drug  is  absolutely  safe,  there  are  many  differences  — 
in  degree  and  in  kind  — between  the  use  of  prescribed  drugs  according 
to  recommended  dosage  and  the  casual  or  chronic  use  of  illicit  street 
drugs. 

3.  Street  drug  use.  For  the  street  drug  user  — and  a drug  dependent 
pregnant  woman  — the  problems  are  compounded.  To  begin  with,  the 
drug  bought  on  the  street  is  often  mixed  with  other  unknown  subs- 
tances, and  indeed  may  be  an  entirely  different  substance  than  antici- 
pated. Therefore,  the  user  often  does  not  know  what  or  how  much  she 
is  taking.  Also,  many  drug  users  take  several  different  substances  and  it 
is  difficult  to  ascertain  which  substance  or  combination  of  substances 
will  cause  problems. 

It  is  also  important  to  keep  in  mind  that  the  lifestyle,  psychological 
status,  and  health  care  habits  of  an  addicted  woman  are  generally  quite 
poor.  She  is  likely  to  have  an  imbalanced  diet;  probably  will  not  see  a 
doctor  regularly  during  the  ninth-month  pregnancy  period,  if  at  all; 
and  has  a high  probability  of  already  having  or  of  contacting  a venereal 
disease. 

A further  serious  problem  involves  hospital  procedures.  At  present, 
most  hospitals  do  not  have  a screening  process  during  which  expectant 
mothers  are  queried  about  their  drug  use  prior  to  delivery.  Since  the  ad- 
dicted woman  most  probably  has  not  seen  a doctor  regularly  (one  study 
showed  that  over  90  percent  had  no  doctor)  and  is  likely  to  be  dis- 
honest with  authorities  concerning  her  drug  habit,  the  hospital  will 
probably  be  unprepared  for  the  possible  complications  which  may  arise 
when  the  baby  is  delivered. 


5 


Those  are  the  general  comments  about  drugs  and  the  pregnant  woman. 
What  follows  is  a breakdown,  drug  by  drug,  of  some  of  the 
known,  possible  effects  of  the  more  common  legal  and  street  drugs. 

Heroin 

Definition:  Heroin  is  a narcotic  analgesic  and  is  derived  from  morphine. 
Its  principal  medical  use  is  to  relieve  pain  — although  it  is  seldom  used 
medically  anymore.  Tolerance  develops  readily.  This  means  that,  with 
continued  use,  there  is  a gradual  lessening  of  effects  and  larger  doses 
have  to  be  taken  to  produce  the  initial  effects. 

The  effects  of  heroin  on  the  addicted  pregnant  woman,  the  fetus,  and 
the  newborn  have  been  more  fully  explored  than  the  use  of  other 
drugs  during  pregnancy. 

The  Mother.  The  most  frequent  obstetric  complications  experienced  by 
addicted  women  are:  premature  arrivals;  delivery  of  the  child  in  a 
breech  position  (baby’s  buttocks  appear  before  the  head);  toxemia 
(presence  of  poisonous  substances  in  the  blood);  postpartum  (after- 
birth) hemorrhage;  newborns  with  low  birth  weights;  premature  rup- 
ture of  the  membrane;  placental  abnormalities;  greater  incidence  of 
stillborns.  Many  addicted  women  arrive  at  the  hospital  late  in  the  labor 
process  and  many  others  have  emergency  deliveries  at  home. 

These  problems  occur  in  the  general  population  also,  but  are  more  fre- 
quent and  more  severe  in  the  addicted  woman.  Despite  the  potential 
for  complications,  studies  show  there  is  a relatively  low  incidence 
of  serious  fnaternal  obstetric  complications  in  the  majority  of  addicted 
pregnant  women. 

The  greatest  problems  occur  after  delivery,  when  the  mother  is  likely 
to  enter  a withdrawal  period.  This  may  take  anywhere  from  im- 
mediately after  delivery  to  24  hours  later.  It  is  at  this  time  that  many  ad- 
dicted women  sign  out  of  hospital,  or  if  not,  become  an  acute  problem 
to  the  nursing  staff.  This  would  be  less  of  a problem  if  the  hospitals 
were  prepared  to  respond  to  this  situation  as  soon  as  it  .arose  (e.g.  by  ad- 
ministering methadone,  chlorpromazine,  or  some  other  substitute 
drug). 
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m The  Newborn.  In  general,  the  longer  and  more  chronic  the  maternal  ad- 
g diction,  the  more  frequent  and  severe  will  be  the  occurence  of  with- 
» drawal  in  the  newborn.  Not  all  children  born  of  addicted  mothers  will 
g be  born  addicted.  It  is  still  unknown  why  it  happens  to  some  and  not  to 
^ others. 

P-- 

More  specifically,  infants  born  of  mothers  who  have  had  heroin  within 
, " 24  hours  prior  to  delivery  and  who  have  taken  high  doses  all  along  will 
; exhibit  symptoms  earlier  and  more  frequently.  In  most  cases,  with- 
' ■ drawal  signs  in  the  newborn  occur  immediately  after  delivery  to  four 
; days  later. 

The  most  prominent  symptom  exhibited  by  the  addicted  newborn  is 
f / central  nervous  system  irritability.  However,  gastrointestinal  (stomach. 

and  intestine)  and  respiratory  problems  are  also  common.  Other  signs 
j are:  tremors;  vomiting;  a high  shrill  cry;  fever;  sweating;  possible  con- 
• vulsions.  It  is  also  likely  the  newborns  will  be  smaller  in  size  than  those 
born  of  “normal”  mothers. 

According  to  most  studies,  the  involuntarily  addicted  newborn  is  the 
easiest  of  all  addicts  to  cure  and  most  newborns  who  are  treated  for 
withdrawal  survive.  However,  if  withdrawal  signs  are  not  detected  early 
and  treated,  there  is  a significant  and  immediate  threat  to  the 
newborn’s  life. 

Although  withdrawal  symptoms  in  the  newborn  decrease  in  most  cases 
after  12  to  24  hours  of  treatment  (when  detected  early  enough),  they 
may  continue  for  two  or  three  months.  About  half  the  infants  having 
I withdrawal  symptoms. need  nothing  more  than  frequent  holding,  swad- 
: . dling,  and  careful  feeding  to  alleviate  their  discomfort,  hyperirritability, 
and  hyperactivity.  Some  may  need  to  be  treated  with  medication  (e.g. 
phenothiazines,  sedative  hypnotics,  chlorpromazine,  etc.) 

^ At  present,  there  is  only  limited  knowledge  as  to  the  possible  long-term 
V effects  on  the  growth  and  development  of  an  infant  who  was  born  ad- 
- dieted  and  successfully  withdrawn.  Available  data  shows  no  significant 
congenital  anomolies  (abnormalities  acquired  by  the  fetus  in  the 
uterus)  except  possibly  for  hernias.  However,. detoxified  babies  are 
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: often  released  into  disturbed  environments  and  it  has  been  postulated 
that,  at  a later  age,  these  children  may  be  more  prone  to  addiction  than 
the  “normal”  population.  This  has  not  been  scientifically  borne  out. 

Methadone 

Definition:  Methadone  is  a synthetic  opiate  used  in  the  treatment  of 
morphine  and  heroin  dependence.  It  has  longer  duration  than  heroin, 
produces  less  psychic  effects,  and  eliminates  the  craving  for  heroin. 

Valid  scientific  information  on  the  effects  of  this  drug  on  pregnant 
women,  the  fetus,  and  the  newborn  is  not  yet  available.  Much  more 
evidence  is  needed  before  conclusions  can  be  reached.  The  following 
information  is  a compilation  of  the  findings  to  date. 

The  Mother.  Most  of  the  external  problems  experienced  by  the  preg- 
nant woman  addicted  to  heroin  do  not  apply  to  the  methadone  user. 

Firstly,  the  amount  of  the  dosage  is  usually  stabilized;  the  drug  taken  is 
more  likely  to  be  pure;  there  is  more  prenatal  care,  and  therefore,  the 
doctors  and  hospital  staff  are  aware  of  the  individual’s  situation  before 
actual  delivery.  In  addition,  methadone  is  more  often  taken  orally  and, 
therefore,  there  is  no  risk  of  contacting  a disease  from  an  unsterile  nee- 
dle. Also,  methadone  when  taken  as  part  of  a total  program  is  legal  and 
the  mother  will  not  be  forced  to  enter  illicit  activities  to  get  her  drug 
(e.g.,  prostitution  — a prime  contributor  to  the  incidence  of  venereal 
disease  in  addicted  women). 

Finally,  after-care  of  the  mother  and  newborn  is  better.  For  example, 
one  study  showed  that  out  of  120  pregnant  women  on  methadone,  115 
returned  to  their  respective  methadone  treatment  programs  after  giv- 
ing birth. 

Unlike  heroin,  studies  thus  far  have  shown  no  consistent  association 
between  dosages  of  methadone  and  maternal  obstetric  or  newborn 
complications;  nor  between  the  last  trimester  methadone  doses  and 
birth  weights  of  the  newborn. 

The  Newborn.  Methadone,  like  heroin,  is  addictive  to  the  fetus.  With- 
drawal symptoms  exhibited  by  newborns  of  methadone  mothers  are 
approximately  the  same  as  those  caused  by  heroin.  There  is  conflicting 
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evidence  in  the  scientific  literature  as  to  whether  these  symptoms  are 
more  frequent  and/or  more  severe  in  the  methadone  group  or  in  the 
heroin  group.  In  one  recent  study  of  100  infants  born  to  mothers  on  I 
methadone,  56  had  significant  withdrawal  symptoms.  As  with  heroin,  4 
withdrawal  symptoms  usually  appeared  from  immediately  after  birth  to  ■ 
four  days  later. 

Treatment  of  the  newborn  addicted  to  methadone  is  approximately  the 
same  as  for  those  born  addicted  to  heroin.  Some  require  medication, 
others  do  not.  Some  studies  have  shown  it  takes  longer  to  withdraw  a 
methadone  baby  than  it  does  to  withdraw  a heroin  baby.  However, 
other  studies  have  shown  the  opposite. 

Barbiturates 

Definition:  Barbituates  are  the  most  common  example  of  a class  of  drugs 
called  sedative-hypnotics.  These  are  mainly  used  medically  in  the  treat- 
ment of  anxiety,  tension,  sleeplessness,  etc.  (Some  popular  trade  names 
are  Seconal,  Phenobarbital,  Nembutal,  Tuinal.) 


The  Mother.  Some  disorders  related  to  pregnancy  (toxemia,  hyperten- 
sion, seizure,  and  anxiety)  commonly  require  brief  or  chronic  use  of  4 
barbiturates  during  pregnancy.  To  date,  there  have  not  been  enough 
scientific  studies  conducted  to  determine  the  deleterious  effects  of  bar-  ^ 
bituates  on  expectant  women. 

The  Fetus  and  the  Newborn.  All  of  the  barbiturates  penetrate  the  placenta  ; 
and  enter  the  fetal  circulation. 

Former  studies  noted  no  adverse  fetal  effects  from  maternal  barbitur- 
ate use  during  pregnancy.  However,  recent  careful  inquiry  into  the 
health  of  the  newborns  of  mothers  taking  barbiturates  indicates  that 
the  infants  may  develop  withdrawal  symptoms,  and  that  they  may  be 
susceptible  to  an  increased  rate  of  congenital  malformations. 

Minor  Tranquillizers 

Definition:  Meprobamate  (Equanil,  Miltown)  and  chlordiazepoxide 
(Librium,  Via-quil)  are  widely  used  substances  in  the  treatment  of  anx- 
iety, tension,  muscular  tension  or  pain,  etc. 
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Little  is  known  about  the  effect  of  minor  tranquillizers  on  human  fetal 
development  or  of  how  safe  they  are  when  taken  during  pregnancy  or 
by  women  of  childbearing  potential. 

There  seems  to  be  a great  deal  of  support  for  the  probability  that 
meprobamates  are  free  of  adverse  embryonic  (developmental  phase 
preceding  fetal  stage)  or  fetal  influence.  (Naturally,  this  is  confined  to 
clinically  recommended  dosages.)  This  statement  is  based  on  a review 
of  eight  years  of  private  obstetric  practice  which  included  6,337  preg- 
nancies; 735  of  the  women  received  meprobamate  during  pregnancy 
and  more  than  25  percent  received  it  during  the  first  trimester,  the 
most  critical  period.  The  incidence  of  abnormal  births  in  this  group  did 
not  exceed  the  percentage  of  abnormal  births  in  the  general  popula- 
tion. 

However,  the  findings  of  a recent,  more  scientific,  better  constructed 
study  suggests  that  meprobamate  and  possibly  chlordiazepoxide  may 
be  teratogenic  when  taken  during  the  first  six  weeks  of  pregnancy. 
Most  striking  were  the  high  rates  of  congenital  anomalies  (i.e.  heart  dis- 
ease, partial  deafness,  structural  defects)  in  the  offspring  of  these 
women  receiving  these  drugs  during  early  pregnancy. 

None  of  the  studies  are  conclusive.  It  is  evident,  therefore,  that 
prescriptions  of  minor  tranquillizers  to  women  of  child-bearing  age 
should  be  restricted  to  those  taking  appropriate  precautions  against 
pregnancy. 

Another  class  of  minor  tranquillizers  is  diazepam.  Some  popular  brand 
names  belonging  to  this  class  are  Valium,  Vivol,  and  E-pam.  Although 
the  scientific  literature  on  this  class  is  limited,  it  is  known  to  cross  the 
placental  barrier.  Therefore,  the  same  cautions  noted  above  apply. 

LSD 

Definition:  hysQxgiz  acid  diethylamide  — a synthetic  (artifical)  drug;  an 
hallucinogen. 

Most  of  the  scientific  findings  on  the  use  of  LSD  during  pregnancy,  its 
possible  effects  on  the  fetus  and  the  newborn,  are  still  inconclusive. 
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However,  it  definitely  has  been  shown  to  increase  the  rate  of  spon- 
taneous abortion. 

Several  reports  have  implicated  LSD  as  the  possible  cause  of 
chromosomal  damage.  However,  because  LSD  users  usually  take  or 
have  taken  other  drugs,  and  because  LSD  purchased  on  the  street  often 
contains  other  substances  (e.g.  amphetamine),  it  is  difficult  to  be  cer- 
tain which  substance  or  substances  actually  cause  the  damage. 

It  is  not  yet  possible  to  say  with  clarity  that  such  chromosome  damage 
in  the  mother  will  cause  abnormalities  in  the  newborn.  It  is,  however, 
significant  that  in  a recent  study  of  14  cases  of  mothers  with 
chromosome  damage,  10  out  of  14  newborns  had  some  degree  of  im- 
paired functioning. 

Social  use  of  this  drug  occurs  almost  exclusively  in  the  childbearing  age 
group.  Therefore,  despite  the  absence  of  evidence  clearly  showing 
damage  to  the  fetus  and  newborn  from  LSD,  the  consumption  of  LSD 
at  any  time  preceding  or  during  reproduction  would  appear  to  be  an  un- 
desirable experiment. 

Marihuana 

Definition:  Marihuana  is  obtained  from  the  hemp  plant  (Cannabis 
sativa).  The  ingredient  in  cannabis  that  produces  the  typical  elfects  on 
mood  and  perception  is  called  THC  (tetrahydrocannabinol). 

The  scientific  findings  on  the  use  of  marihuana  during  pregnancy,  its 
possible  effects  on  the  fetus  and  the  newborn,  are  still  inconclusive. 
Recent  studies  , indicate  that  there  is  an  increased  chromosome 
breakage  rate  in  users  of  marihuana.  However,  the  question  of  whether 
or  not  the  chromosome  breaking  agent  is  capable  of  causing  abnor- 
malities in  unborn  children  is  still  unanswered.  This  possibility  is  po- 
tentially there  and  only  further  studies  of  a detailed  nature  will  be  able 
to  determine  for  sure. 

The  degree  of  usage  does  not  appear  to  be  critical;  an  infrequent  user 
apparently  has  the  same  chance  of  causing  damage  as  does  a heavy 
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user.  The  active  ingredient  in  marihuana  is  tetrahydrocannabinol 
(THC).  To  date,  studies  with.animals  have  shown  that  THC  does  pass 
the  placental  barrier  but  not  enough  is  yet  known  as  to  its  possible 
effects  on  the  developing  fetus. 

However,  marihuana  is  a plant  which  contains  a variety  of  materials 
and  there  is  some  evidence  that  other  extracts  from  the  plant  may  con- 
tain a teratogenic  substance.  In  addition,  there  is  some  evidence  that 
reproductive  problems  attributed  to  LSD  (e.g.  increase  in  the  spon- 
taneous abortion  rate)  may,  in  fact,  be  caused  by  marihuana.  Some  of 
the  more  recent  studies  indicate  that  marihuana  may  disrupt  the  hor- 
monal balance  in  both  the  mother  and  fetus. 

Alcohol 

Definition:  Ethyl  alcohol  or  ethanol  is  the  alcohol  people  drink.  This 
drug  can  be  manufactured,  or  it  can  be  produced  naturally  (by  fermen- 
tation of  fruits,  vegetables,  or  grains). 

Despite  the  long  history  of  alcohol  drinking  in  our  society,  the  effect  of 
alcohol  (ethanol)  on  the  offspring  of  the  drinking  woman  is  almost 
unknown.  As  in  the  case  of  heroin,  the  total  picture  of  tlie  alcoholic 
pregnant  woman  is  often  complicated  by  additional  variables;  poor  eco- 
nomic status,  poor  nutrition,  lack  of  prenatal  care,  excessive  anxiety 
and  stress,  etc. 

In  general,  there  is  no  acceptable  evidence  that  short-term  alcohol  intox- 
ication or  normal  social  drinking  by  women  leads  to  any  abnormalities  in 
their  fetus  or  offspring. 

Past  evidence  from  animal  and  human  experiments  has  not  given 
clear  indication  of  an  association  between  chronic  maternal  alcoholism 
and  abnormalities  in  the  growth  pattern  of  offspring.  There  is  evidence, 
on  the  other  hand,  that  alcohol  freely  crosses  the  placental  barrier. 

However,  the  most  recent  studies  are  strongly  pointing  to  the 
possibility  that  chronic  alcoholism  in  the  pregnant  woman  may  cause 
abnormalities  in  her  offspring.  For  example,  in  1973,  one  study  re- 
ported that  of  eight  children  — born  to  mothers  who  were  chronic 
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alcoholics  and  who  had  drunk  excessively  during  pregnancy  — all  had 
a similar  pattern  of  craniofacial  (of  or  relating  to  both  the  part  of  the 
skull  that  encloses  the  brain,  also  the  face),  limb,  and  cardiovascular 
(involving  the  heart  and  blood  vessels)  defects.  All  of  the  newborns 
had  experienced  prenatal  and  postnatal  growth  deficiency.  The 
obstruction  to  growth  rates  continued  into  early  childhood.  Since  birth, 
none  of  the  children  has  shown  an  ability  to  catch  up  to  what  is  con- 
sidered normal  growth  development. 

Another  recent  study  revealed  that  the  frequency  of  adverse  outcomes 
in  pregnancy  for  chronically  alcoholic  women  was  43  percent;  in  the 
control  group,  which  represented  the  general  population,  it  was  only 
two  percent. 

Research  in  progress  suggests  there  is  a one  in  three  risk  of  fetal 
anomalies  in  women  who  continue  chronic  drinking  patterns  during 
pregnancy. 

Tobacco 

Definition:  CigdLTQiiQ  smoke  consists  of  a mixture  of  particles  — droplets 
of  tars  and  other  compounds,  making  up  40  percent  of  the  smoke  — 
with  carbon  monoxide  and  other  gases.  Tobacco  tar,  a sticky  brownish 
material,  is  composed  of  many  compounds  produced  by  burning. 
Nicotine,  also  present  in  tobacco  and  its  smoke,  is  a drug  which  is 
poisonous  in  high  concentrations.  Nicotine  acts  on  the  heart,  blood 
vessels,  digestive  tract,  and  kidneys.  It  first  stimulates  and  then  reduces 
the  activity  of  parts  of  the  brain  and  nervous  system. 

The  critical  issue  of  whether  maternal  smoking  compromises  fetal  and 
newborn  health  has  not  been  completely  answered.  Since,  in  recent 
years,  the  number  of  women  smokers  over  17  years  of  age  has  been 
steadily  increasing,  this  is  an  area  that  requires  further  study. 

The  Mother.  The  pregnant  woman  who  is  a regular  smoker  of  tobacco 
experiences  the  same  effects  common  to  <3// smokers.  She  runs  a high- 
er risk  than  does  the  non-smoking  population  of  developing  certain 
physical  complications  and  diseases:  coronary  heart  disease,  peripheral 
vascular  disease  (a  condition  involving  narrowing  or  blockage  of  blood 
vessels  in  the  arms  and  legs),  respiratory  infections,  lung  complica- 
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tions,  chronic  bronchitis,  and  cerebrovascular  disease  (a  condition  in 
which  hardening  of  the  blood  vessels  in  the  brain  may  lead  to  a stroke.) 

In  addition,  she  is  more  likely  to  give  birth  prematurely  than  is  a non- 
smoker.  Although  there  have  been  reports  of  a relationship  between 
maternal  smoking  and  spontaneous  abortion,  at  present  no  obstetric 
complications  appear  to  be  consistently  caused  by  smoking. 

The  Newborn.  The  single  unquestionable  effect  on  the  fetus  associated 
with  maternal  cigarette  smoking  is  growth  retardation.  The  reduction 
in  birth  weight  correlates  directly  with  the  number  of  cigarettes 
smoked.  Some  evidence  shows  that  the  growth-retarding  properties  of 
smoking  are  at  work  throughout  gestation  rather  than  for  a specific 
period  of  time. 

However,  stunting  of  intrauterine  (fetus  in  the  uterus)  growth  appears 
reversible.  Women  who  stop  smoking  early  in  pregnancy  deliver  in- 
fants of  average  weight  and  those  who  decrease  the  consumption  of 
cigarettes  during  pregnancy  lessen  the  amount  of  growth  retardation  in 
the  fetus.  Some  studies  show  that  at  age  one  no  differences  exist  in  the 
growth  rate  of  the  offspring  of  smokers  as  compared  to  non-smokers. 

Other  effects  on  the  fetus  are  less  clearly  caused  by  maternal  smoking. 
Investigators  have  noted  the  following  possible  complications:  in- 
creased fetal  heartbeat,  higher  rate  of  stillborns,  increase  in  congenital 
defects.  These  observations  have  not  yet  been  proven.  Since  scientific 
investigation  is  still  in  process,  it  seems  prudent  that  women  decrease 
or  eliminate  smoking  entirely  during  their  pregnancy. 

A Word  of  Caution 

It  takes  considerable  time  to  establish  whether  a connection  exists  bet- 
ween the  consumption  of  any  drug  and  the  occurrence  of  abnor- 
malities in  the  fetus  and/or  newborn.  In  the  case  of  the  Thalidomide 
babies,  the  abnormalities  that  occurred  were  of  a specific  and  striking 
type  and  they  occurred  because  of  a particular  metabolic  effect  of  the 
drug  at  a critical  stage  in  the  development  of  the  embryo.  The  connec- 
tion was  therefore  obvious  and  quickly  recognized.  However,  if  the 
effect  of  a given  drug  is  merely  to  increase  the  frequency  of  certain 
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possible  defects,  it  may  take  years  of  observation  to  provide  the  necess- 
ary statistical  evidence  to  prove  cause  and  effect„ 

In  addition,  it  is  a very  difficult  area  to  research.  Studies  with  animals 
showing  that  certain  drugs  cause  genetic  damage  in  their  offspring  do 
not  necessarily  mean  the  same  effect  will  occur  in  humans.  And,  un- 
derstandably, most  pregnant  women  are  unwilling  to  participate  in 
controlled  studies  where  drugs  are  administered  to  them  in  order  to  ob- 
serve the  possible  effects  on  the  fetus  and  newborn.  Meanwhile,  both 
women  of  childbearing  age  and  their  doctors  should  be  aware  of  the 
possible  problems  from  drug  use  and  exercise  as  much  caution  as  possi- 
ble. 
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S-19  is  a bill  introduced  in  the 
Senate  to  transfer  cannabis 
(marihuana  and  hashish)  from 
the  Narcotic  Control  Act  to  the 
Food  & Drugs  Act.  The  bill 
would  not  legalize  the 
possession  or  distribution  of 
cannabis  but  would  lessen  the 
impact  of  the  law  for  the  offense 
of  possession^  and  provide  the 
courts  greater  flexibility  in  the 
application  of  the  law  regarding 
cannabis  in  general.  (For  a 
comparison  of  the  existing 
penalties  and  the  penalties  as 
proposed  in  Bill  S-19  see  Table  1.) 

What  follows  is  an  adaptation  of 
the  transcript  of  one  of  many 
presentations  to  members  of  the 
Senate  committee  on  legal  and 
constitutional  affairs^  who  have 
been  deliberating  on  Bill  S-19. 
Drs.  Harold  and  Oriana  Kalant 
prepared  the  brief  at  the 
invitation  of  the  committee  and 
it  was  co-signed  by  a number  of 
scientists  from  the  Addiction 
Research  Foundation  of  Ontario 
and  the  department  of 
pharmacology  at  the 
University  of  Toronto.  Dr. 

Kalant  made  it  clear  he  and  his 
fellow  scientists  were 
expressing  personal  views  and 
not  the  official  views  of  their 
organizations. 


Evidence 

Ottawa,  Tuesday,  March  25,  1975 

The  Standing  Senate  Committee  on  legal  and  constitutional  affairs,  to 
which  was  referred  Bill  S-19,  to  amend  the  Food  and  Drugs  Act,  the 
Narcotic  Control  Act,  and  the  Criminal  Code,  met  this  day  at  1 1 :00  a.m. 
to  give  further  consideration  to  the  bill. 

SENATOR  H.CARLGOLDENBERG  (Chairman)  in  the  Chair. 

THE  CHAIRMAN:  Honorable  senators,  the  committee  continues  its  study 

of  Bill  S-19  this  morning.  Our  witness  is  Dr.  Harold  Kalant I am 

going  to  ask  Senator  Sullivan —who  recommended  to  the  committee 
very  urgently  that  we  hear  Dr.  Kalant— to  introduce  him. 

SENATOR  SULLIVAN:  Mr.  Chairman,  honorable  members  of  the  Senate. 
Dr.  Kalant  is  associate  director  of  research  of  the  Addiction  Research 
Foundation  in  Toronto,  and  his  contributions  in  this  field  have  been 
tremendous.  I have  no  hesitation  in  stating  that  he  has  a lot  of  common 
sense  attached  to  this  subject  and  he  will  present  it  in  such  a way  that 
both  medical  men  and  lawyers,  and  even  others,  will  understand  it. 

SENATOR  PROwsE:  And  even  senators. 

SENATOR  SULLIVAN:  YeS. 

THE  CHAIRMAN:  Thank  you,  Senator  Sullivan.  Dr.  Kalant,  would  you  pro- 
ceed now? 

DR.  HAROLD  KALANT:  Mr.  Chairman,  honorable  senators,  ladies,  and 
gentlemen.  I would  like  to  begin  by  thanking  this  committee  for  their 
kind  invitation  to  present  this  brief  which,  though  the  invitation  was 
extended  to  my  wife  and  myself,  also  includes  the  thinking  and  views 
of  a number  of  our  colleagues,  both  at  the  Addiction  Research  Founda- 
tion and  at  the  University  of  Toronto 

The  decision  which  Parliament  must  ultimately  make  on  Bill  S-19,  as 
on  any  other  drug  control  measure,  is  essentially  a cost-benefit  analysis 
which  involves  four  elements:  the  benefits  derived  from  cannabis  use; 
the  cost— medical,  social,  and  otherwise— of  the  use  of  the  drug;  the 
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benefits  derived  from  legal  controls  of  cannabis  use;  and  the  costs— 
social,  economic,  and  other— of  applying  those  controls. 

This  is  a difficult  analysis  to  make  under  the  best  of  conditions,  but  it  is 
made  worse  by  the  fact  that  there  are  a number  of  complications.  The 
first  is  that  we  can  not  usefully  compare  the  costs  and  benefits  only  at 
one  point  in  time,  or  under  only  one  set  of  legal  policies.  That  is  so 
because  if  the  costs  of  cannabis  use  are  measured  in  terms  of  damage  to 
health  or  social  function,  then  the  magnitude  of  those  costs  is  going  to 
appear  very  low  as  long  as  the  use  is  low.  On  the  other  hand,  if  the  en- 
forcement of  the  law,  or  the  law  itself  contributes  to  making  the  use 
low,  then  the  costs  of  the  law  enforcement  will  be  obvious,  while  the 
presumed  benefits  will  be  rather  less  obvious  because  one  will  be  look- 
ing for  something  that  is  not  happening. 

Therefore,  what  one  has  to  do  is  to  compare  the  costs  and  benefits  not 
only  under  present  circumstances  but  also  under  any  new  set  of  cir- 
cumstances which  might  result  from  any  given  change  in  the  law. 

The  second  complication  is  that  the  comparison  involves  disparate 
things.  We  would  emphasize  really  that  it  is  as  difficult  to  balance  the 
cost  of  the  law  against  the  cost  of  health  damage  by  drug  use  as  it  is  to 
compare  oranges  and  squirrels.  How  one  weighs  them,  on  what  scale,  is 
an  extremely  subjective  matter.  You  could  try  to  find  a common 
yardstick  in  economic  terms  by  balancing,  for  example,  the  costs  of 
health  services  incurred  by  drug-induced  health  problems  against  the 
economic  cost  of  legal  enforcement,  but  that  is  only  one  measure 
which  leaves  out  many  important  considerations. 

The  third  complication,  which  follows  from  this,  is  that  no  two  people 
will  draw  the  balance  in  exactly  the  same  way,  because  we  are  dealing 
not  only  with  the  balance  of  factual  evidence  but  also  with  a balance  of 
personal  values  attached  to  any  given  set  of  facts. 

As  far  as  the  available  factual  evidence  is  concerned  with  respect  to  the 
benefits  of  cannabis  use,  the  principal  one  obviously  is  the  pleasure  ob- 
tained by  the  user.  There  is  nothing  unique  to  cannabis  about  this.  This 
is  true  of  alcohol  or  any  other  drug  which  is  used  for  modifying  mood 
and  perception.  Since  pleasure  is  a subjective  phenomenon,  it  is  not 
easy  to  measure  it  in  terms  which  permit  it  to  be  balanced  against  the 
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costs.  But  it  is  interesting  to  do  a bit  of  a comparison.  Is  the  pleasure 
derived  from  cannabis  use  comparable  in  any  way  to  the  pleasure 
derived  from  the  use  of  alcohol?  I think  the  balance  of  evidence  would 
have  to  be  “yes,  closely  similar  and  certainly  much  more  similar  to 
alcohol  than  it  would  be  to  opiates  or  to  amphetamines  or  to  cocaine, 
for  example.”  - - ' 

This  can  be  gauged  by  the  inability  of  many  users^' experienced  users, 
in  carefully  done  experiments,  to  tell  the  difference  between  the  two 
when  presented  in  such  a way  that  they  did  not  know  which  was  an  ac- 
tive drug  and  which  was  a sham.  There  is  also  the  fact  that,  in  experi- 
ments, animals  will  not  endure  punishment  or  work  to  obtain  alcohol 
or  cannabis,  while  they  will  work  very  hard  to  obtain  opiates,  cocaine, 
and  amphetamines. 

I’ I 

Another  benefit,  if  cannabis  were  sold  legally  by  a government 
monopoly,  would  be  in  the  form  of  profits  or  taxes  accruing  to  the 
government,  to  the  producers,  and  to  the  vendors,  as  now  occurs  with 
the  legal  sale  of  alcohol.  The  use  of  cannabis  has  been  shown  over  and 
over  again  not  to  replace  the  use  of  alcohol  but  to  be  added  to  it. 
Therefore,  the  amount  of  revenue  which  might  accrue  to  the  govern-  1 
ment  through  the  legal  sale  of  cannabis,  if  it  were  promoted,  advertised, 
socially  accepted,  priced,  and  encouraged  in  the  same  way  that  alcohol 
use  has  been,  could  be  very  large  indeed. 

Just  to  illustrate  this,  alcohol  sales  in  Canada  during  1972  reached  a 
total  retail  value  of  $2,090,244,000  of  which  approximately  70  percent 
went  as  net  revenue  to  all  levels  of  government.  In  somewhat  cynical 
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but  monetary  terms,  one  might  anticipate  comparable  net  benefit  to 
the  government  from  the  legal  sale  of  cannabis. 

The  costs  of  the  use  of  cannabis,  on  the  other  hand,  like  those  of 
alcohol  and  other  drugs,  may  consist  of  physical  or  mental  injury  to  the 
user,  social  damage  and  monetary  costs  both  to  the  user  and  to  society 
at  large. 

The  possibility  has  been  raised  of  such  things  as  permanent  brain 
damage,  impaired  immune  response  to  infections,  lung  injury,  hor- 
monal disturbances,  chromosome  damage,  and  disturbances  of  a 
variety  of  basic  cellular  metabolic  processes,  such  as  the  synthesis  of 
nucleic  acids  and  proteins.  I might  add,  for  Senator  Sullivan’s  special 
benefit,  that  there  are  now  some  recent  reports  of  vestibular  damage  in 
chronic  heavy  users  as  w6ll. 

SENATOR  PROwsE:  What  is  vestibular  damage  ? 

DR.  KALANT:  That  is  damage  to  the  organs  of  balance  in  the  inner  ear. 

On  the  other  hand,  other  clinicians  and  investigators  have  stated  that 
there  is  no  convincing  evidence  of  physical  or  mental  damage  caused 
by  cannabis.  The  disagreement  is  at  times  so  acrimonious  that  it  goes 
beyond  mere  argument  about  fact.  When,  a couple  of  years  ago,  Harold 
Kolansky  and  William  Moore  first  reported  the  possibility,  based  on 
clinical  observations  of  some  of  their  patients,  that  there  might  be  ir- 
reversible brain  damage  in  some  chronic  heavy  users,  another  psy- 
chiatrist in  the  United  States  expressed  publicly  the  opinion  that  the 
two  should  be  imprisoned  for  having  made  such  a suggestion— not  ex- 
actly a case  of  scientific  evaluation  of  evidence. 

The  problem,  really,  not  only  for  scientists  but  for  the  public  at  large,  is 
to  know  how  to  evaluate  these  contradictory  opinions.  What  accounts 
for  such  diametrically  opposed  opinions?  There  are  a number  of 
reasons  which  make  it  less  puzzling  than  it  might  appear. 

The  first  reason  is  an  actual  scientific  disagfeement  which  usually  oc- 
curs at  an  early  stage  in  research,  when  there  is  not  yet  enough  infor- 
mation gathered  to  answer  some  vital  questions.  A good  example  of  this 
is  the  case  of  chromosome  damage.  There  are  about  as  many  papers 
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which  do  report  chromosome  damage  in  chronic  heavy  users  as  there  ^ 
are  which  do  not.  If  you  look  at  the  various  studies  you  find  that  prac-  . 
tically  no  two  of  them  have  been  done  in  exactly  the  same  way.  A num-  I 
' her  of  other  factors  besides  the  cannabis  use  itself  may  be  determining 
the  outcome.  ^ 

These  include,  for  example,  differences  in  age  of  the  cannabis  users  | 
and  the  non-using  control  groups;  the  use  of  other  drugs,  even  includ- 
ing caffeine,  which  may  not  have  been  taken  into  account;  exposure  to  : 
X-rays  and  other  sources  of  radiation;  infections;  and  differences  in 
technique  of  culturing  and  examining  the  cells. 

The  accumulating  evidence  seems  to  be  pointing  towards  a conclusion 
that  heavy  drug  use  is  associated  with  a higher  frequency  of 
chromosome  abnormalities,  but  this  is  not  specific  or  unique  to  can-  ■ 
nabis.  It  can  occur  with  a variety  of  other  drugs  and  the  common  ele- 
ment is  heavy  use,  not  the  specific  identity  of  the  drug. 

Another  point  to  note  is  that  the  chromosomes  under  study  are  in 
white  blood  cells  which  have  been  grown  in  tissue  culture,  and  the  I 
changes  which  occur  in  them  do  not  necessarily  occur,  for  example,  in  || 
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the  testes  or  ovaries,  so  that  one  cannot  conclude  that  chromosome  ab- 
normalties  in  the  blood  cells  will  necessarily  mean  genetic  abnor- 
malities in  the  offspring. 

This  probably  will  be  resolved  over  the  course  of  the  next  few  years, 
because  better  methods  are  constantly  being  evolved.  But  good 
research  takes  time.  One  cannot  do  crash  programs  on  this  kind  of 
study.  It  is  easier  to  do  a crash  program  to  land  a man  on  the  moon  than 
it  is  to  answer  biological  problems. 

The  second  reason  for  disagreement  in  the  evidence  relates  to  the  mat- 
ter of  quantities.  Some  scientists  have  concluded  that  cannabis— or 
THC,  its  active  ingredient— inhibits  nucleic  acid  or  protein  synthesis  in 
brain  or  testicular  tissue  examined  in  the  test-tube  or  in  single-celled 
organisms  growing  in  cultures.  The  findings  themselves  are  probably 
quite  clear,  but  the  studies  have  been  criticized  on  the  grounds  that  the 
concentration  of  drug  added  to  the  test  systems  is  as  much  as  1,000 
times  as  high  as  would  occur  in  the  blood  of  even  moderately  heavy 
users. 

This  does  not  in  itself  make  the  findings  invalid,  because,  given  the 
concentration  in  the  blood,  we  do  not  really  know  what  the  concentra- 
tion is  at  the  same  time  in  the  tissue  sites  where  the  nucleic  acid  and 
protein  synthesis  are  going  on  in  the  living  body.  Nevertheless,  it  is  ob- 
vious that  there  can  be  no  gross  general  disturbance  of  the  synthesis  of 
nucleic  acids  and  proteins.  If  there  were,  these  users  would  be  in  an  ex- 
tremely serious  state  of  health,  since  a variety  of  other  tissues  in  which 
rapid  synthesis  of  these  substances  is  going  on  would  show  serious 
damage,  which  has  not  in  fact  been  found. 

It  is  perhaps  worth  recording  that  when  scientists  do  studies  in  the  isol- 
ated system  in  the  test-tube  they  are  looking  for  positive  findings  from 
which  they  can  get  clues  as  to  mechanisms  of  action.  So,  in  order  to  find 
what  are  possible  effects,  they  are  often  using  concentrations  which  are 
much  higher  than  would  be  relevant  in  the  living  person.  Then  it  is 
necessary  to  find  which  of  these  possible  effects  are  in  fact  probable 
in  the  living  person. 

This  is  clearly  illustrated  by  the  studies  on  malfunction  in  newborn 
offspring  of  animals  or  humans  treated  with  cannabis  or  THC.  In  the 
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animal  experiments  the  doses  needed  to  produce  malformations  are  as 
much  as  100  times  or  more  the  doses  which  are  used  by  human  beings.  ! 

Disagreement,  on  the  other  hand,  can  also  arise  when  people  who  do 
not  want  to  see  harmful  effects  choose  to  ignore  valid  evidence  and  j 
cite,  instead,  evidence  which  is  inappropriate  for  answering  the  ques-  5 
tions  involved.  This  is  perhaps  best  illustrated  by  reference  to  the  ques- 
tion of  cannabis  and  brain  damage. 

The  first  clinical  observations  which  raised  this  possibility  were  greeted 
by  a storm  of  protest  in  some  quarters.  Yet,  in  fact,  in  the  laboratory  we  i 
have  been  able  to  show  findings  which  strongly  support  these  clinical 
observations. 

In  some  animal  experiments,  rats  were,  over  a six-month  period,  given 
a daily  dose  of  cannabis  large  enough  to  cause  intoxication  of  at  least  4 
three  or  four  hours  duration  every  day.  This  was  not  enough  to  harm 
their  general  health.  They  gained  weight,  they  grew  well,  they  looked 
well.  However,  after  this  drug  administration  was  stopped  completely 
and  the  drug  had  been  cleared  from  the  body,  they  were  then  tested  for 
their  ability  to  learn  new  performances,  new  tasks.  They  were  found,  as 
much  as  six  months  later,  to  show  a deficiency  in  learning  ability  as 
compared  to  animals  which  had  been  treated  in  all  respects  in  the  same  I 
way  except  that  they  did  not  receive  a drug.  This  loss  has  remained  per-  | 
manently,  and  our  current  findings  indicate  that  it  is  accompanied  by  | | 
abnormal  electrical  activity  in  the  brain,  which  is  highly  suggestive  of  j I 
permanent  cellular  damage.  i 

! 

Several  points  should  be  emphasized  in  connection  with  these  experi-  | 
ments.  The  first  thing  is  that  only  heavy,  prolonged  use  produces  this. 

Half  the  dose  given  for  half  the  length  of  time  did  not  produce  it.  A cri- 
tical point  to  remember  is  that  you  cannot  talk  about  cannabis  doing 
this  or  that.  You  have  to  say  how  much  cannabis,  for  how  long,  will  do 
what.  Another  point  is  that  a parallel  group  of  rats,  treated  to  a com- 
parable degree  of  intoxication  with  alcohol,  also  showed  learning  defi- 
ciency which  lasted.  In  other  words,  this  is  not  a unique  effect  of  can- 
nabis. It  has  also  been  shown  with  heavy,  chronic  use  of  a variety  of 
drugs.  The  third  thing  is  that  it  was  in  fact  an  action  of  the  drug;  it  was 
not  due  to  malnutrition  or  to  infections  or  to  injury  or  to  low  socio-eco-  | 
nomic  status  or  to  any  of  the  other  arguments  brought  up  by  people 
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who  choose  not  to  accept  clinical  suggestions  of  brain  damage  in  heavy 
users. 

Finally,  the  rats  were  adults  with  fully  developed  nervous  systems,  and 
^ we  think  this  is  important  because  there  is  evidence  of  various  kinds 
that  animals  with  immature  nervous  systems  are  more  susceptible  to 
J damage  by  drugs  and  other  noxious  influences  than  animals  with  fully 
developed  nervous  systems. 

How  can  one  reconcile  such  findings  with  the  results  of  studies  such  as 
those  reported  recently  from  Jamaica  and  Greece,  which  stated  that 
there  were  no  signs  of  intellectual  or  memory  impairment  in  long- 
term heavy  users  of  hashish  as  compared  to  non-users?  The  most 
likely  answer  is  that  there  were  only  10  to  40  subjects  per  group,  which 
is  far  too  few  to  detect  a complication  that  may  affect  only  a small  per- 
centage of  users. 

: Using  alcohol  as  a guide,  we  know  that  only  a few  percent  of  heavy 
users  will  suffer  brain  injury.  We  can  conjecture  that  perhaps  five  per- 
cent or  so  of  chronic  heavy  users  of  cannabis  might  also  develop  it.  If 
you  have  a group  of  10  users,  that  would  mean  that  perhaps  one-half  of 
one  user  might  show  signs  of  brain  damage.  Obviously  the  group  is  far 
too  small  to  permit  any  meaningful  conclusions. 

A further  problem  is  that  the  investigators  often  look  at  the  wrong 
groups.  In  both  the  Jamaican  and  Greek  studies  the  examinations  were 
done  on  poor,  subsistence  level  farm  workers,  fishermen,  and  day 
laborers  whose  activities  involved  minimal  intellectual  demand,  and 
whose  measured  intelligence  levels  in  that  group  of  subjects,  even 
among  the  non-users  of  cannabis,  were  significantly  below  those  of  the 
general  level  of  the  population.  If  you  are  looking  for  subtle  changes  in 
intellectual  performance,  memory,  learning  ability,  and  the  like,  how 
are  you  going  to  find  it  in  a group  whose  whole  life  pattern  makes  the 
least  demand  on  the  very  things  that  you  are  attempting  to  measure? 

A large  scale  study  of  students  at  U.C.L.A.  a few  years  ago  also  led  to 
the  conclusion  that  regular,  even  daily  use  of  marihuana,  was  not  asso- 
V ciated  with  impaired  academic  performance  or  with  loss  of  motivation. 
But,  as  the  authors  themselves  noted,  their  studies  included  only  those 
who  had  remained  at  the  university  and  not  those  who  had  failed  or 
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dropped  out.  How  then  would  you  expect  to  find  a significant  loss  of  in- 
tellectual function  or  motivation  if  those  with  the  greatest  likelihood  of 
showing  such  loss  were  automatically  excluded  from  the  study? 

There  is  a follow-up  which  was  published  in  November,  1974  which 
shows,  in  fact,  that  there  was,  in  the  opinion  of  the  users  themselves,  a 
poorer  academic  adjustment  among  the  heavy  regular  users  than 
among  the  light  or  non-users. 

There  was  also  another  recent  study  from  U.C.L.A.  by  a different  team, 
using  a less  self-selected  group  of  subjects,  which  did  find  significantly 
poorer  learning  ability  in  a group  of  heavy— most  of  them  daily— 
marihuana  smokers,  than  in  a matched  group  of  light  smokers. 

These  difficulties  illustrate  a basic  source  of  confusion  which  arises 
from  a very  common  failure  to  recognize  the  type  of  conclusions  which 
can  be  drawn  from  experimental  studies  versus  clinical  observation. 
Experimental  studies  are  usually  designed  to  clarify  mechanisms  by 
which  certain  effects  are  produced.  They  concentrate  on  clear, 
reproducible  results  that  can  be  brought  about  with  a high  measure  of 
statistical  reliability  in  small  groups  of  subjects,  deliberately  using  a 
range  of  different  doses  of  the  drug  to  find  what  range  wili  produce  a 
reliable  result.  Then  you  look  to  see  how  the  result  is  brought  about.  On 
the  other  hand,  if  you  want  to  know  what  is  the  probability  for  certain 
adverse  effects  occurring  in  the  general  population,  you  must  look  at  a 
large  population  survey. 

For  example,  we  know  that  there  is  a great  deal  of  evidence,  based  on 
long  years  of  clinical  observation,  to  relate  cirrhosis  of  the  liver  to  the 
use  of  alcohol.  But  if  you  took  10  heavy  alcohol  users  and  gave  them 
alcohol  in  large  amounts  daily  for  a year,  I would  be  willing  to  bet  that 
you  would  not  find  one  single  cirrhotic  among  them  at  the  end  of  that 
year;  or  if  you  took  10  people  and  had  them  smoke  two  packs  a day  for  a 
year  you  would  not  find  a single  case  of  lung  cancer  among  them.  Such 
information  Is  obtained  only  by  looking  at  large  population  surveys,  or 
by  taking,  retrospectively,  groups  of  people  who  appear  with  cirrhosis 
of  the  liver,  or  with  lung  cancer,  and  finding  what  is  different  about 
them  than  about  similar  people  who  do  not  have  those  diseases.  That  is 
what  gives  you  your  clues  as  to  what  factors  may  be  involved  in  the 
causation. 
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I The  clinical  studies  on  brain  injury  in  cannabis  users— based  on  people 
! who  come  to  psychiatrists  and  neurologists  with  evidence  of  brain 
damage— are  perfectly  legitimate  examples  of  clinical  observation. 
They  do  not  prove  anything,  but  they  raise  the  possibility,  and  then,  by 
' observation  over  years— if  you  get  enough  such  cases  and  you  get 
■V  statistics  on  the  frequency  with  which  they  occur  in  a population— you 
have  a conclusion  which  is  every  bit  as  sound  as  any  other  kind  of  clini- 
cal knowledge.  That  is  the  kind  of  information,  in  fact,  on  which  most 
. of  our  medical  knowledge  is  based. 

Other  costs  of  cannabis  use,  apart  from  health  damage,  include  social 
V hazards  of  various  kinds  which  are  related  to  cannabis  intoxication. 

There  is  now  a great  deal  of  evidence  that  driving  ability  and  other  re- 
lated skills  are  impaired  by  cannabis  at  the  doses  which  social  users 
employ,  in  much  the  same  way  that  skills  are  impaired  by  alcohol.  The 
risk  of  automobile  or  industrial  accidents,  therefore,  under  the  in- 
I fluence  of  cannabis  can  be  expected  to  increase  as  the  extent  of  total 
cannabis  use  by  the  population  increases.  A recent  study  by  A.R.F.’s 
Dr.  Reginald  Smart  indicates  that  many  more  cannabis  users  are  now 
driving  while  under  the  influence  of  cannabis  than  was  the  case  a few 
years  back.  William  H.  McGlothlin  in  1968  found  that  very  few  can- 
nabis users  would  drive  while  high  on  cannabis  because  they  were 
afraid  that  the  risks  of  being  busted,  if  caught  while  intoxicated,  were 
so  great  that  they  would  not  take  a chance.  Now,  however,  the  findings 
are  that  approximately  50  percent  of  regular  users  at  one  time  or 


". . . you  cannot  talk  about  cannabis  doing  this 
or  that.  You  have  to  say  how  much  cannabis, 
for  how  long,  will  do  what." 
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another  have  driven  while  under  the  influence  of  cannabis;  so  I ven-- 
ture  to  say  that  the  situation  will  not  be  very  different  from  that  relating 
to  driving  under  the  influence  of  alcohol,  if  use  becomes  widely  ac- 
cepted, and  penalties  are  not  as  marked  a deterrent  as  they  formerly 
were. 

The  same  prediction  would  hold  with  respect  to  work  productivity  or 
other  social  functions,  which  can  be  affected  by  cannabis  in  the  same 
way  that  they  can  be  affected  by  alcohol  and  other  drugs. 

What  about  the  benefits  and  costs  of  legal  controls?  The  assumption  is 
made  by  health  authorities  that  drug  control  measures  are  of  value 
because  they  deter  the  population  from  using  the  drugs  in  amounts 
which  may  produce  individual  or  social  harm.  One  reason  advanced  for 
removing  such  controls  is  that  they  have  failed  to  accomplish  their  pur- 
pose. The  evidence  on  this  point  is  very  far  indeed*  from  being  con- 
clusive. It  depends  on  what  you  mean  by  “failing  to  accomplish  their 
purpose.”  It  is  commonly  stated,  for  example,  that  prohibition  failed  to 
deter  alcohol  consumption  in  the  United  States.  Yet  all  the  available 
evidence  indicates  that  alcohol  consumption  was  markedly  decreased 
during  prohibition.  Of  course,  people  did  drink,  but  they  drank  a great 
deal  less,  and  the  death  rate  from  alcohol-related  disease  Tell  sharply 
during  that  period.  This  does  not  mean  that  prohibition  was  a socially 
desirable  policy  but  it  does  indicate  that  prohibition  had  a significant 
effect  on  the  level  of  use. 

The  same  thing  is  said  about  the  cannabis  legislation— that  it  has  failed 
to  stop  the  use  of  cannabis.  But  surely  the  consideration  is  that  if  it  has 
increased  in  the  face  of  legal  penalties,  by  how  much  would  it  have  in- 
creased in  the  absence  of  such  legal  penalties?  Quite  frankly,  we  do  not 
know. 

Our  colleague,  Patricia  Erickson,  is  currently  studying  a group  of  young 
people  who  were  convicted  for  the  first  time  during  1974  in  Toronto  for 
the  simple  possession  of  marihuana.  A large  majority  of  the  regular 
users  said  that  they  were  “likely”  or  “very  likely”  to  continue  the  use 
of  cannabis.  This  fits  the  findings  in  the  study  at  U.C.L.A.,  which  also 
indicated  that  those  students  who  had  been  arrested  and  prosecuted  on 
drug-related  charges  during  the  two  years  before  the  study  indicated 
that  they  intended  to  continue  use.  So  there  is  pretty  good  evidence 
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that  regular,  even  convicted  users,  are  not  deterred  by  legal  penalties. 
On  the  other  hand,  70  percent  of  occasional  or  experimental  users— 
that  is,  those  using  it  once  a month  or  less— stated  that  they  were  “not 
very  likely”  or  “not  likely  at  all”  to  use  the  drug  during  the  next  year. 
This  is  consistent  with  the  findings  in  at  least  two  other  surveys  which 
have  shown  that  a substantial  proportion  of  non-users  give  as  their 
reason  for  not  using  it  the  existence  of  legal  penalties  and  their  desire 
not  to  become  involved  with  the  law. 

Now  Erickson  found,,  incidentally,  that  the  time  lag  between  the  first 
use  of  cannabis  and  the  time  of  the  first  prosecution  among  those 
whom  she  studied  was  five  years,  which  means  that  problems  of  enfor- 
cement seem  to  preclude  the  application  of  legal  sanctions  at  an  early 
stage  of  exposure  to  cannabis  when  such  prosecution  is  most  likely  to 
have  a deterrent  effect.  Nevertheless,  as  in  the  case  of  alcohol  prohibi- 
tion, even  though  legal  sanctions  have  not  totally  prevented  the  use  of 
cannabis,  and  even  though  they  are  not  as  effective  as  they  might  be 
under  other  possibilities  of  application,  there  is  still  some  evidence  that 
threat  of  prosecution  does  deter  potential  users. 

How  does  this  relate  to  the  findings  recently  described  in  Oregon 
where  one  year  after  the  removal  of  state  sanctions  against  possession 
of  small  amounts  of  marihuana  only  six  percent  of  current  users  or 
about  0.5  percent  of  the  adult  population  said  they  had  begun  to  use 
marihuana  after  the  law  had  been  changed?  This  conclusion  should  be 
taken  with  a number  of  reservations.  First  of  all,  there  was  no  compara- 
tive survey  done  before  the  law  was  changed  and,  therefore,  we  are  de- 
pending on  the  users’  recollections  of  what  they  had  been  thinking  and 
doing  a year  earlier.  There  is  abundant  evidence  that  retrospective 
studies  based  on  people’s  recall  of  their  attitudes  and  practices  a year 
earlier  are  less  reliable  than  comparative  surveys  actually  done  a year 
ago  and  repeated  now. 

The  second  point  is  that  the  population  of  Oregon  in  general,  even 
now,  appears  to  use  much  less*  marihuana  than  the  population  of 
California  or  New  York  in  the  United  States  or  Ontario  or  British  Co- 
lumbia in  Canada.  This  suggests  that  the  level  of  social  approval  of  its 
use  is.  low  and  that  the  full  effect  of  the  recent  change  in  the  law  may 
not  be  evident  until  such  social  attitudes  gradually  change.  The  Oregon 
legislative  study  as  distinct  from  the  Council  on  Drug  Abuse  study  sug- 
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"There  will  never  be  a time  when  all  the 
relevant  information  will  be  available  because 
the  gathering  of  information  on  a scientific 
basis  is  an  endless  process." 


gests  that,  in  fact,  public  attitudes  are  beginning  to  loosen  up. 
Therefore,  we  would  predict  that  there  would  be  a time  lag  of  perhaps  a 
couple  of  years  before  we  will  be  able  to  tell  what  the  effects  of  that 
change  in  the  law  will  be  on  the  levels  of  use. 

A third  reason  for  caution  is  that  Oregon  is  so  far  the  only  state  to  have 
made  such  a change.  The  fact  that  other  states  and  the  U.S.  federal 
government  have  hot  yet  done  so  and  that  there  has  been  an  increasing 
series  of  reports  about  health  hazards  may  have  contributed  to  a level 
of  caution  about  the  use  of  the  drug.  This  may  be  expected  to  change  if 
other  governments  follow  suit  and  the  feeling  that  somehow  this  is  a 
socially  disapproved  act  is  gradually  modified. 

Nevertheless,  we  have  to  say  that  the  retention  of  civil  penalties  for 
possession  and  the  continued  illegality  of  sale  or  cultivation  can  exert  a 
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significant  deterrent  effect.  It  is  not  necessary  to  have  criminal  sanc- 
tions to  produce  an  effective  deterrent.  An  illustration  of  this  is  the 
lowering  of  the  legal  drinking  age  from  21  to  18  years  in  most  of  the 
provinces  of  Canada.  It  was  widely  recognized  before  the  change  was 
made  that  many  18  to  21 -year-olds  had  been  using  alcohol  illegally  and 
fairly  frequently.  Nevertheless,  full  legalization  of  this  practice,  which 
was  supposed  to  be  just  a codification  of  the  status  quo,  actually  led  to 
an  almost  immediate  large  jump  in  consumption  by  this  group,  and  the 
doubling  or  tripling  in  one  year  of  alcohol-related  problems  such  as  im- 
paired or  drunk  driving  in  this  age  group. 


This  demonstrates  both  that  the  legal  restrictions  had,  in  fact,  a deter- 
rent effect,  even  though  they  did  not  involve  criminal  charges,  and  that 
outright  legalization  did  lead  to  a large  increase  in  what  was  already 
widely  practised  behavior.  This  kind  of  negative  evidence,  after  the 
fact,  shows  that  the  sanctions  had  been  having  an  effect  while  they 
were  in  force.  In  comparison  with  the  change  in  the  legal  status  of 
alcohol.  Bill  S-19  represents  a much  smaller  change  from  current  prac- 
tice under  the  existing  law  and,  therefore,  should  not  have  nearly  so 
great  an  effect  on  the  amount  of  use.  However,  it  probably  will  have 
some. 
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Coming  to  the  cost  of  legal  controls,  an  obvious  one  is  monetary  cost.  It 
is  fairly  easy,  perhaps,  to  calculate  the  actual  monetary  cost  of  man- 
hours spent  by  police,  courts,  forensic  analysts,  legislators,  prison  per- 
sonnel, and  many  others,  in  the  prosecution,  conviction,  and  punish- 
ment of  offenders  under  the  present  cannabis  laws.  It  would  be  wrong 
to  think  that  this  would  be  reduced  in  direct  proportion  to  the  lighten- 
ing of  criminal  sanctions.  Experience  with  other  types  of  offenses  sug- 
gests that  courts  are,  in  fact,  more  rather  than  less  ready  to  convict  and 
to  apply  penalties  if  these  are  light  than  if  they  are  felt  to  be  unfairly 
harsh.  Therefore,  a reduction  in  penalties  need  not  necessarily  mean  a 
decrease  and  could  possibly  mean  a substantial  increase  in  the  total 
number  of  prosecutions  and,  therefore,  in  enforcement  costs.  This 
seems  to  be  borne  out  both  by  the  experience  in  some  districts  in 
Oregon  and  also  by  the  experience  in  Canada  in  which  the  practical 
abandonment  of  jail  sentences  for  simple  possession  has  coincided 
with  a very  large  jump  in  the  total  number  of  prosecutions  under 
lighter  penalties. 
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However,  another  cost,  of  a very  different  nature  from  the  monetary 
one,  relates  to  the  proper  role  of  the  law  whether  criminal  or  civil,  in 
controlling  individual  behavior.  I am  speaking  of  individual  behavior 
that  does  not  visibly  inflict  harm  on  somebody  else.  There  are  many 
people  who  feel  that  the  restriction  on  personal  freedom  to  obtain 
pleasure  by  the  use  of  cannabis,  alcohol,  or  any  other  drug  is  not  a 
proper  function  of  criminal  law  and  is  inconsistent  with  the  practices 
and  values  of  a democratic  society— no  matter  how  justifiable  the  goal 
of  health  protection  may  be.  Obviously  this  is  a question  of  ideology, 
and  is  not  one  to  which  one  can  readily  attach  a quantitative  value.  That 
is  a personal  belief  which  some  people  hold  and  others  do  not,  and 
there  is  no  way  that  I can  see  of  attaching  a comparative  value  to  it  to 
weigh  against  other  costs. 

Perhaps,  in  the  view  of  many  citizens,  a more  important  cost  is  the 
harm  which  is  said  to  be  inflicted  by  the  law  upon  those  who  are  con-  ^ 
victed  of  offenses  under  the  existing  laws.  The  Canadian  Medical  Asso- 
ciation brief,  for  example,  states: 

The  social  and  health  problems  resulting  from  a criminal  record 
far  outweigh  the  crime  of  simple  possession  of  cannabis  for  per- 
sonal use. 

This  is  a feeling  which  is  shared  by  a great  many  people  and  many  \ 
organizations,  yet  in  a purely  scientific  sense  we  have  to  note  that  there 
is  extraordinarily  little  evidence  either  to  prove  or  disprove  this  state- 
ment. There  is  considerable  evidence  that  prison  sentences  may  pro- 
duce serious  emotional  and  social  damage,  but  we  know  that  most  sen-  | | 
tences  for  cannabis  offenses  do  not  now  involve  imprisonment.  We  | 
know  of  no  comparable  evidence  concerning  the  harm  resulting  from  a 
conviction  record  without  incarceration.  In  fact,  this  is  one  of  the  major 
areas  in  which  strong  statements  are  made  without  any  evidence  at  all. 

It  is  one  of  the  sources  of  regret  that  the  Le  Dain  Commission  Report, 
which  is  so  well-documented  in  almost  all  other  areas,  contains  no  evi- 
dence whatever  on  the  actual  impact  of  the  law  on  the  subsequent  lives 
of  the  people  who  are  convicted  under  cannabis  related  offenses. 

The  study  from  California  generally  did  not  find,  in  the  view  of  the 
authors,  serious  psychosocial  disturbance.  They  found  that  arrests  were 
reported  by  0.7  percent  of  non-users,  2.5  percent  of  occasional  users. 
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7.6  percent  of  frequent  users,  and  9.7  percent  of  regular  users,  most  of 
the  convictions  of  course  being  related  to  drug  offenses.  And  they 
state: 

The  deleterious  effect  of  arrests  on  emotional  state  that  had  been 
proposed  as  a good  reason  for  legalizing  marihuana  use  was  not 
observed  in  our  sample. 

This  also  tends  to  coincide  with  the  experience  of  Ms.  Erickson  in  her 
study  of  convicted  users  in  Toronto.  This  is  an  area  which  urgently  re- 
quires research,  because  if  one  is  to  obtain  a clear  assessment  of  the 
costs  and  of  the  benefits  of  the  law,  it  is  important  to  have  factual  infor- 
mation rather  than  merely  personal  convictions  or  beliefs. 

Another  cost  of  the  present  cannabis  law  is  said  to  be  that  it  breeds 
contempt  for  the  law  in  general.  We  know  of  no  sound  evidence  which 
would  back  that  statement,  even  among  those  who  do  so,  by  virtue  of 
their  experience  with  the  law,  begin  to  acquire  some  measure  of  con- 
tempt or  of  disrespect  for  the  particular  law  on  cannabis.  There  appears 
to  be  no  generalization  with  respect  to  attitudes  towards  the  law  in 
general.  It  is  important  that  the  laws  of  a society  should  be  in  harmony 
with  the  ethos  and  values  of  that  society.  And  numerous  surveys  have 
confirmed  that  substantial  proportions  of  the  Canadian  and  American 
public  feel  the  present  penalties  for  simple  possession  of  cannabis  to  be 
too  harsh.  But  there  remains,  in  both  countries,  a large  proportion  who 
neither  use,  nor  condone  the  use  of,  cannabis.  In  the  Oregon  study,  for 
example,  a majority  of  even  those  who  are  currently  users  did  not  favor 
outright  legalization,  and  only  17  percent  of  Oregonians  in  the  18  to  29 
year  age  group  favored  legal  sale. 

From  all  of  the  foregoing,  which  has  perhaps  taken  somewhat  longer 
than  it  should  have,  it  is  obvious  that  the  cost-benefit  analysis  consists 
largely  of  judging  the  relative  magnitudes  and  the  values— the  impor- 
tance—of  a number  of  poorly  measured  or  immeasurable  quantities. 

There  is,  first  of  all,  the  balance  of  the  costs  versus  the  benefits  of  can- 
nabis use  itself.  And  you  must  remember  that  the  benefit  is  real  or  peo- 
ple would  not  use  the  drug.  The  user  must  get  something  from  it.  The 
problem  is  that  this  benefit  tends  to  be  largely  ignored  in  the  calcula- 
tion of  costs  versus  benefits,  because  it  is  a question  mainly  of  in- 
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dividual  pleasure,  and  this  usually  is  not  given  much  weight  in  most 
people’s  stated  system  of  values. 

Perhaps  this  is  because  there  are  many  ways  of  obtaining  pleasure— -in- 
cluding, one  might  note,  alcohol— which  are  not  in  conflict  with  our 
traditional  values  or  with  the  law.  Moreover,  it  is  hard  to  measure  the 
pleasure  derived  from  cannabis  use,  whereas  it  is  much  easier,  in  con- 
trast, to  measure,  at  least  in  monetary  terms  and  in  frequency  terms, 
the  cost  of  medical  and  welfare  services  required  by  a case  of  drug-rel- 
ated health  injury. 

On  the  other  hand,  in  determining  the  cost,  there  is  the  problem  that 
we  cannot  yet  estimate  with  accuracy  the  number  of  health  cases  that 
might  arise  at  any  given  level  of  drug  use.  Our  only  guide  is  the  ex- 
perience with  alcohol.  We  know,  for  example,  that  if  the  combined 
effects  of  price,  availability,  and  public  approval  became  such  as  to  in- 
crease alcohol  consumption  from  the  present  average  Canadian  per 
capita  consumption  to  the  present  average  per  capita  consumption  in 
France,  we  would  find  as  a result  in  Canada  only  perhaps  a 10  to  15  per- 
cent increase  in  the  number  of  Canadians  using  alcohol  yet,  at  the 
same  time,  a 100  percent  increase  in  the  average  per  capita  level  of  use, 
and  over  a 200  percent  increase  in  the  frequency  of  health-related 
problems  caused  by  heavy  use  of  alcohol. 

In  other  words,  as  the  total  level  of  alcohol  use— and,  we  would  predict, 
of  cannabis— goes  up,  there  is  a disproportionately  large  increase  in  the 
incidence  of  health  and  social  problems  related  to  heavy  use,  even 
though  there  is  only  a relatively  small  increase  in  the  total  number  of 
users.  Most  of  the  increase  comes  about  by  larger  use  per  person. 

On  the  other  hand,  there  is  also  the  balance  between  the  benefits  of  the 
law  in  the  form  of  whatever  degree  of  deterrence  the  law  may  exert  on 
high  levels  of  consumption  and,  in  contrast,  the  costs  of  the  law 
especially,  as  we  noted,  in  terms  of  hardship  inflicted  upon  those  who 
are  punished  by  it.  As  I have  already  said,  there  is  very  little  evidence 
on  either  of  these  two  points. 

The  problem  facing  the  Senate,  and  the  Parliament  of  Canada  in 
general,  therefore,  is  difficult,  but  it  is  even  more  difficult  because  the 
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I COMPARISON  OF  PROPOSED  AND  EXISTING  PENALTIES 


OFFENSE 

PROPOSED 

EXISTING 

SIMPLE 

POSSESSION 

Summary* 

PART  V FOOD  & DRUGS 

ACT 

First  Offense 

A fine  of  up  to  $500  or 
imprisonment  for  up  to  3 
months  in  default 

Subsequent  Offense 

A fine  of  up  to  $1 ,000  or 
imprisonment  for  up  to  6 
months  in  default 

NARCOTIC  CONTROL 

ACT 

First  Offense 

A fine  of  up  to  $1 ,000  or 
imprisonment  for  6 months  or 
both 

Subsequent  Offense 

A fine  of  up  to  $2,000  or 
imprisonment  for  1 year  or 
both 

Indictable* 

NPprovision 

Imprisonment  for  up  to  7 years 

TRAFFICKING 

Summary 

A fine  of  up  to  $1 ,000  or 
imprisonment  for  up  to  1 8 
months  or  both 

No  provision 

Indictable 

Imprisonment  for  up  to  1 0 
years 

Imprisonment  for  life 

POSSESSION  FOR 

THE  PURPOSE  OF 
TRAFFICKING 

Identical  penalties  to 
trafficking  as  set  forth 
above 

IMPORTING  OR 
EXPORTING 

Summary 

Imprisonment  for  up  to  2 
years 

No  provision 

Indictable 

Imprisonment  up  to  1 4 
years,  not  less  than  3 years 
(3-year  sentence  would  not 
apply  where  convicted 
persdn  can  prove  he 
imported  or  exported  for 
own  consumption  only) 

Imprisonment  for  life 
minimum  7 years 

CULTIVATION 

Summary 

A fine  of  up  to  $1 ,000  or 
imprisonment  for  up  to  1 8 
months  or  both 

No  provision 

Indictable 

Imprisonment  for  up  to  1 0 
years 

Imprisonment  for  up  to  .7  years  ^ 

TABLE  ONE 

* A summary  offense  means  a fine  and/or  jail  whereas  an 
indictable  offense  means  jail  and/or  fine. 

cost-benefit  balance  involves  a fusion  of  the  two  things  that  we  have 
talked  about. 

For  any  proposed  policy  change,  whether  it  is  the  present  Bill  S-19  or 
the  modifications  of  it  proposed  by  the  Canadian  Medical  Association, 
the  Quebec  Bar  Association,  the  Canadian  Criminology  and  Correc- 
tions Association,  or  others,  the  question  that  really  has  to  be  answered 
is  the  following: 

If  present  legaf  controls  are  made  more  lenient,  will  the  reduction 
in  the  degree  of  hardship  and  other  costs  inflicted  by  the  law  be 
worth  whatever  potential  future  increase  there  may  be  in  damage 
resulting  from  heavier  drug  use  than  now  occurs? 

It  is  important  to  reiterate  that  this  is  true  of  alcohol  and  of  any  other 
drug,  and  not  only  of  cannabis.  A few  years  ago  there  was  a massive 
outpouring  that  cannabis  was  harmless  and  that  the  law,  in  contrast, 
was  much  more  socially  harmful.  Today,  there  is  a tendency,  at  least  in 
some  quarters,  to  swing  the  pendulum  back..  There  are  a lot  of  very 
harsh  statements  made  about  the  damage  caused  by  cannabis  without 
the  qualifications  of  quantity,  circumstances,  length  and  frequency  of 
use,  and  the  identities  and  characteristics  of  the  users.  These  points  are 
essential  in  considering  any  drug. 

We  know  of  no  evidence,  really,  that  cannabis  is  inherently  more  dan- 
gerous than  alcohol  if  used  in  equivalent  amounts  hy  the  same  num- 
bers of  people  for  the  same  length  of  time  and  under  the  ^ame  social 
circumstances.  Neither  do  we  wish  to  argue  that  there  is  inherently  any 
greater  justice  in  restricting  the  use  of  cannabis  than  in  restricting  the 
use  of  alcohol.  But  there  is  ample  evidence  that  combined  use  of  both 
means  greater  total  drug  use  and  greater  likelihood  of  heavy  damaging 
use.  And  this  is  the  problem  really  that  legislators  have  to  deal  with. 

You  cannot  defer  a decision  on  this  subject  in  the  expectation  that,  at  a 
later  date,  all  of  the  relevant  information  will  he  available.  There  will 
never  be  a time  when  all  of  the  relevant  information  will  be  available, 
because  the  gathering  of  information  on  a scientific  basis  is  an  endless 
process.  It  goes  on  forever.  Therefore,  parliaments,  like  individuals, 
find  themselves  from  time  to  time  in  the  position  of  having  to  make 
decisions  under  a given  set  of  circumstances  in  the  light  of  existing 


realities,  even  though  they  may  have  less  information  available  than 
they  might  like  to  have.  Since  you  are  dealing  with  value  judgments 
based  on  attitudes  and  traditions  which  change  with  time,  it  is  likely 
that  no  decision  made  now  on  Bill  S-19  — or  on  any  other  policy  on 
cannabis  — will  last  forever.  ^ 

Thank  you,  Mr.  Chairman. 

THE  CHAIRMAN:  Thank  you.  Dr.  Kalant. 

SENATOR  GODFREY:  I am  interested  in  your  proposal  that  a trial  period  be 
set,  you  say  for  five  or  10  years.  Gould  you  explain  which  one  you 
favor?  Five  years  seems  to  be  rather  short  when  you  say  we  might  go 
on  for  years  and  years.  , 

DR.  KALANT:  There  is  a certain  bias  on  the  part  of  any  researcher,  which 
you  must  discount.  Naturally,  researchers  always  like  doing  more 
research.  In  other  countries  in  which  changes  have  been  made  in  legal 
controls  which  markedly  affect  the  level  of  drug  use,  usually  the  trends 
in  change  have  become  apparent  within  a five-year  period.  Therefore,  I 
would  say  that  five  years,  though  it  would  not  be  so  much  to  my  per- 
sonal liking  as  would  a 10-year  period,  would  be  reasonable. 

For  example,  Finland,  adopted  a legal  change  based  on  differential  tax- 
ation on  beer  versus  distilled  spirits  on  the  strength  of  the  argument 
that  beer  is  less  likely  to  be  an  intoxicating  drink  than  distilled  spirits 
and  therefore  its  consumption  should  be  favored  rather  than  distilled 
spirits.  A three-year  period  was  sufficient  to  show  that  in  consequence 
of  that  change  there  was  a large  increase  in  the  consumption  of  beer, 
with  no  change  in  the  consumption  of  spirits  and,  consequently,  a large 
increase  in  the  total  consumption  of  alcohol. 

I would  suggest  that  a five-year  period  would  probably  be  sufficient  to 
give  information  on  the  changes'or  the  trends  in  change  on  levels  of 
consumption.  Whether  it  would  be  sufficient  to  give  as  valid  an  esti- 
mate of  the  consequences  for  health -related  costs,  I am  somewhat  less 
sure,  because  some  of  the  more  important  complications  probably  do 
require  a fairly  lengthy  period  of  exposure. 
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RECOMMENDATION 


The  recommendation  contained  in  this  brief  is 
that  if  Bill  S-19  or  some  modification  of  it  is 
adopted,  it  should; 

1.  be  intially  for  a trial  period  of  five  years 

2.  be  linked  to  a mandatory  study,  throughout 
the  trial  period,  of 

(a)  trends  in  the  extent  and  pattern  of  use 
of  cannabis,  alcohol,  and  other  drugs, 
in  representative  samples  of  the  Cana- 
dian population; 

(b)  the  incidence  of  medical,  psychologi- 
cal, and  social  problems  related  to 
heavy  use  of  cannabis  and  other 
drugs; 

(c)  the  employment,  educational,  and 
social  histories  of  representative  sam- 
ples of  persons  found  guilty  of  can- 
nabis-related offenses. 


THE  CHAIRMAN:  We  have  been  trying  five-year  periods  for  capital 
punishment. 

DR.  KALANT:  May  I make  a comment  on  that,  Mr.  Chairman? 

THE  CHAIRMAN:  YeS. 

DR.  KALANT:  I simply  wish  to  say,  that  we  thought  of  that  example  and 
had  some  reservations  about  making  this  suggestion  because  of  the  fact 
that  the  capital  punishment  matter  did  not  appear  to  result  in  any  great 
resolution  of  differences  of  opinion.  Our  point,  however,  is  that  the 
capital  punishment  trial  period  was  not  in  fact  accompanied  by  any 
mandatory  survey  of  changes  in  the  effects  of  the  law  and  its  applica- 
tion. Our  argument  is  that  a trial  period  should  be  linked  to  a mandatory 
survey  of  both  the  medical  and  legal  consequences. 

SENATOR  LANGLOiS:  Dr.  Kalant,  your  suggestion  as  to  a trial  period  strikes 
a responsive  chord  in  me.  I should  like  to  see  added  to  that  suggestion 
something  to  the  effect  that  during  such  a trial  period  there  should  be  a 
nation-wide  intensive  educational  program  with  two  objectives  in 
mind,  the  first  being  to  inform  the  public  of  the  results  of  such  a 
survey,  and  the  second  being  to  caution  the  public  against  the  proven 
ill  effects  of  cannabis  use  as  established  by  such  a survey.  Would  you 
care  to  comment  on  that? 

DR.  KALANT:  Personally,  I would  be  in  sympathy  with  such  a suggestion. 
There  is  a problem  as  to  what,  in  fact,  constitutes  an  educational  pro- 
gram. The  experts  in  the  field  of  drug  education  programs  are  currently 
undergoing  a great  deal  of  agonizing  reappraisal,  as  the  cliche  has  it, 
because  they  are  not  sure  what,  in  fact,  is  education.  They  are  not  really 
sure  whether  the  things  which  have  been  done  in  the  name  of  educa- 
tion have  really  educated.  Personally,  I should  like  to  see  education  in- 
clude not  only  information  about  drugs  but  also  the  training  of  children 
at  the  earliest  levels  of  school,  to  make  responsible  value  judgments, 
not  only  in  respect  to  drugs,  but  the  variety  of  problems  which  affect 
their  relationships  to  society  generally. 

I have  seen  such  experiments  applied  elsewhere  and  there  is  a great 
deal  of  enthusiasm  for  the  effect  which  they  have  in  maturing  the 
ability  of  children  to  make  responsible  value  judgments.  I should  like  to 
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see  such  a component  in  any  educational  program.  Certainly,  I would 
agree  with  any  educational  program  which  would  equip  our  young  peo- 
ple to  make  responsible  judgments  as  citizens,  particularly  in  their  teen 
years  when  they  often  feel  inclined  to  make  decisions  even  though  the 
law  has  not  yet  recognized  their  right  to  do  so.  I think  it  would  be  ex- 
tremely helpful  if  they  had  some  preparation  for  that  period,  both  in 
the  form  of  practical  knowledge  and  training  in  the  area  of  making 
responsible  value  judgments. 

SENATOR  CROLL:  Around  this  table  you  will  find  any  number  of  lawyers, 
possibly  half  a dozen,  and  other  politicians  trained  to  value,  balance, 
and  make  decisions.  How  do  you  relate  that  to  the  layman?  How  can  he 
do  that? 

DR.  KALANT;  Our  feeling  is  that  the  layman  is  not  in  a position  to  in- 
terpret scientific  evidence  without  the  explanatory  interpretation  by 
those  who  are  scientifically  competent  to  do  it.  However,  when  the 
public  is  given  that  interpretation  in  terms  of  what  the  scientific  evi- 
dence permits  one  to  conclude  concerning  probable  effects  of  any 
different  influence —whether  it  be  drugs,  environmental  pollution, 
nuclear  radiation,  or  what  have  you— once  the  possible  consequences 
of  those  factors  and  of  the  legal  policies  relating  to  them  are^explained, 
the  value  judgments  are  made  by  the  general  public  on  exactly  the 
same  basis  as  by  the  scientists.  When  scientists  make  value  judgments 
they  are  acting  as  individual  human  beings.  For  example,  when  the 
scientist  concludes  that  it  is  scientifically  true  that  a certain  drug  in  a 
certain  concentration  will  cause  such  and  such  an  effect,  he  is  making  a 
scientific  judgment.  However,  when  he  says  that  is  a bad  thing,  and 
that  it  is  more  important  than  any  benefit  anyone  might  obtain  from 
using  the  drug,  he  is  not  making  a scientific  judgment,  but  a value  judg- 
ment which  every  other  citizen  is  equally  capable  of  making.  The  ex- 
perts, as  experts,  should  confine  their  testimony  to  those  matters  in 
which  they  are  expert. 

SENATOR  CROLL:  Then  those  boys  and  girls  in  Yorkville  who  are  making 
judgments  on  themselves  have  as  much  right  to  make  them  as  anyone 
else,  and  they  may  be  right? 

DR.  KALANT:  Yes,  I would  agree  with  that,  provided  that  they  have,  in 
fact,  made  available  to  them  the  information  and  provided  they  are  of 
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sufficient  age  and  maturity.  We  have  laws  which  state  the  age  of  ma- 
jority and  we  have  concepts  that  apply  to  social  practices  in  general.  We 
have  a voting  age,  based  on  the  assumption  that  children  are  not  capa- 
ble of  making  reasonable  judgments  below  a certain  level  of  ex- 
perience. Once  they  attain  that  level,  yes,  they  are  as  entitled  to  make 
those  value  judgments  as  are  others. 

SENATOR  CROLL:  What  makes  you  think  that  we  have  all  the  facts  and  can 
reach  reasonable,  coherent,  and  good  judgments  in  this  matter? 

DR.  KALANT:!  would  assume,  sir,  that  this  is  why  you  call  experts  to  pro- 
vide information. 

SENATOR  CROLL:  So  we  take  the  dozen  experts  and  then  we  weigh  the  evi- 
dence, and  you  say  whatever  conclusion  we  arrive  at  must  be  at  least 
the  immediate  answer? 

DR.  KALANT:  Yes,  I would  say  that  is  true.  And  that  is  what  parliament 
does,  in  fact,  on  every  issue  on  which  expert  testimony  is  adduced,  for 
the  simple  reason  that  on  no  issue  is  expert  testimony  ever  complete. 
Such  value  judgments  are  always  made  on  the  basis  of  the  best  infor- 
mation available. 
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For  the  past  three  years  cartoonist  Yardley  Jones  has  been 
enlivening  the  pages  of  the  Addiction  Research  Founda- 
tion’s monthly  newspaper,  The  Journal  with  ’slices 
life’ from  the  drug  scene.  In  agreement  with  that  old  saw,  a 
picture  says  a thousand  words,  Jones  regards  his  cartoons 
as  replacements  for  editorials.  On  the  next  few  pages 
some  of  the  things  he  has  said  over  the  last  years, 
look,  too,  at  the  man  behind  the  drawing  board. 
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When  Yardley  Jones  was  just  a year  old  his  parents  gave  him  crumpled 
paper  bags  and  a set  of  pencils  to  keep  him  out  of  mischief.  It  was  an  in- 
spired solution.  For  although  Jones  twinkles  at  the  mischief 
it  hasn ’t  kept  him  out  of  (doing  caricatures  in  nightclubs  made  it 
difficult),  putting  brush  to  board  turned  out  to  be  his  life’s  work. 

He  knew  he  was  hooked  when,  at  14,  he  sold  his  first  cartoon  for  a 
small  fee  “that  seemed  like  a king’s  ransom.”  But,  tike  so  many  others 
who  burn  tor  make  a living  at  being  creative,  he  suffered  through  a long 
purgatory  of  lots  of  rejection  slips  and  just  an  occasional  cheque. 

Jones’  big  break  came  when  he  emigrated  to  Canada  from  his  native 
Wales.  A two-year  job  as  a gag  cartoonist  for  an  oil  advertising  publica- 
tion in  Edmonton  led  to  a position  with  the  Edmonton  Journal  doing 
what  he  enjoys  most— editorial  cartoons.  His  place  as  one  of  Canada’s 
foremost  journalistic  artists  has  been  further  secured  by  his  work  at  the 
now-defunct  Toronto  Telegram,  a successful  freelance  career,  and  his 
present  job  at  the  Montreal  Star. 


49 


51 


52 


His  subject  matter  covers  the  whole  spectrum  of  life,  although  he 
would  wince  at  the  ponderosity  of  such  a phrase.  “I  rely  a lot  on  gut 
reaction,”  he  says,  “and  don’t  stop  to  analyze  what  precipitated  it.” 
(Which  is  probably  why  he  can’t  remember  the  details  of  the  cartoon 
he  drew  that  won  him  a National  Newspaper  Award  in  1972.) 

He  refuses,  too,  to  sound  evangelical  about  the  drug  cartoons  he  does 
for  The  Journal.  But,  pressed,  he  does  forward  some  opinions. 

“I  don’t  believe  scare  tactics  generally  work.  A scare  is  a challenge  and 
most  people— especially  when  they  are  young— accept  rather  than  re- 
ject a challenge.  The  only  time  it  sometimes  works  is  in  photography— 
a technique  that  hasn’t  been  used  much  with  drugs  and  booze.  A f^ew 
mangled  bodies  strewn  across  the  front  page  might  do  wonders  in  get- 
ting the  message  across  that  drinking  and  driving  don’t  mix.” 
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“I  don’t  think  laws  should  be  harsher.  In  fact,  I think  they  should  be 
more  liberal —but,  most  importantly,  more  definite.  We  have  quite 
enough  laws  in  this  country  already;  what  they  too  often  don’t  have  is 
teeth  in  them.” 

“I  get  annoyed  at  the  hypocrisy  of  adults  who,  while  taking  whatever 
they  take  for  kicks,  are  critical  of  the  kids  for  what  they  take  for  kicks.” 

Coming  up  with  an  idea  for  a cartoon  is  a 24-hour  job— creativity 
doesn’t  confine  itself  to  a nine-to-five  day.  “The  graphic  part  is  easy  for 
me  but  I sweat  like  hell  over  the  idea,”  says  Jones.  At  one  point  in  his 
career  he  hung  his  favorite  toilet  seat  on  the  wall  of  his  den  to  inspire 
him.  And,  for  a time,  he  would  never  dream  of  going  into  the 
cacophony  of  a newsroom  office  without  first  having  an  idea  firmly  in 
his  mind.  “Now,”  he  says  wryly,  “I’m  more  professional  and  I can 
think  almost  any  place.” 
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This  year,  next  year,  sometime,  never,  this  year,  next  year. . 
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“Two  hours  after  one  drink,  three  hours  after  two,  four  after  five.  Good  grief, 
he’ll  be  here  ’til  January!’’ 
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Once  he  has  a “germ”  as  he  calls  it,  he  quickly  sketches  it  in  pencil 
then  later  goes  back  and  inks  it  in.  Not  surprisingly  for  a newspaper 
cartoonist  he,  by  nature,  works  to  deadlines.  “I  once  tried  to  be 
methodical  and  did  four  or  five  cartoons  in  advance  but  then  promptly 
took  a few  days  holiday  and  ended  up  no  farther  ahead  than  before.” 
But,  typically,  he  agonizes  about  being  too  spontaneous,  about  not 
polishing  a cartoon  to  a finely  finished  product.  “Usually,  when  I 
deliver  an  assignment  Fm  excited  about  it,  but  when  I see  it  in  the 
paper  the  next  day,  Fm  not  so  sure.  On  the  few  occasions  when  I have 
put  out  a book  (he  has  collaborated  on  three  with  Edmonton  Journal 
columnist  Arthur  Evans)  I preferred  to  have  someone  else  go  through 
the  files  to  select  material.” 

He,  though,  is  the  only  one  doing  the  agonizing.  Such  notables  as 
Pierre  Trudeau,  John  Diefenbaker,  Lester  Pearson,  Richard  Nixon, 
Lyndon  Johnson,  and  Queen  Elizabeth  have  requested  his  originals. 
And  hundreds  of  followers  have  come  to  regard  Jones,  and  more  es- 
pecially his  cat,  as  their  own  personal  property.  Jones  doesn’t  remem- 
ber how  or  why  T.C.  (The  Cat)  first  appeared  in  his  cartoons  but  after 
the  first  few  times  it  became  a fixture,  as  much  a part  of  a Jones’  car- 
toon as  his  signature.  Oddly  enough,  T.C.  has  only  appeared  once  in  a 
Foundation  cartoon  but  if  it  is  missing  from  one  in  iht  Montreal 
Star  the  phones  start  ringing.  Jones  lamely  told  one  indignant  caller 
(who  had  taken  the  cartoon  to  a neighbor  for  verification  of  the  missing 
cat)  that  when  he  put  out  the  milk  bottles  he  must  have  put  out  the  cat 
as  well.  Bemused  as  he  is  by  T.C.’s  popularity,  he  has  not  done  it  again. 
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by  Milan  Korcok 


This  is  the  second  in  a series  of  articles  on  alcoholism  in  the  work 
place.  The  emphasis  in  this  part  is  on  the  role  of  union  and  manage- 
ment in  implementing  a referral  program.  The  model  used  is  the 
employee  assistance  program  at  Douglas  Aircraft  Company  in 
Toronto,  Subsequent  articles  will  examine  other  aspects  of  the  prob- 
lem drinker  on  the  job. 


Terry  Johnson  had  been  there  before,  many  times.  So  when  he 
declared,  almost  urgently,  that  this  time  he  was  going  to  “make  it,”  you 
couldn’t  help  but  notice  the  slight  quaver  in  the  voice,  the  hint  of 
hesitation  in  the  eyes. 


Terry  was  an  old  hand  at  the  game.  In  the  six  years  since  he  admitted  to 
himself  that  he  was  an  alcoholic,  he  had  gone  through  a battery  of  con- 
frontations, detox  centres,  hospitals,  group  therapies.  He  knew  there 
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were  no  guarantees,  no  sure  cures.  Yet,  here  he  was,  determined  to  give 
it  another  try. 

What  gives  Terry  an  encouraging  prognosis  is  that,  in  the  next  rounds 
of  his  continuing  battle  with  the  bottle,  he  has  some  pretty  good  sec- 
onds in  his  corner— his  union,  his  supervisors,  and  his  workmates. 

Life  on  the  job,  with  Terry  at  their  side,  has  not  been  easy  for  his  work- 
mates at  the  Douglas  Aircraft  Company  of  Canada  plant  just  outside 
Toronto.  As  Terry  admits:  ‘T  suppose  I am  the  most  well-known 
alcoholic  at  the  plant.  At  the  beginning  I didn’t  like  bearing  that  kind  of 
label.  But  it  got  to  the  point  where  I had  to  face  it.” 

Well,  maybe  he  had  to  face  it,  but  certainly  many  of  his  colleagues  and 
supervisors  tried  their  best  not  to.  Terry  was  a nice  guy.  He  was 
friendly,  he  was  a good  listener,  and  a good  worker— when  sober.  And 
he  knew  lots  of  supervisors  and  management  people  by  their  first 
names.  As  a result,  they  just  turned  their  heads  when  he  messed  up  on 
the  job,  when  he  was  late,  when  he  didn’t  show  up  at  all,  when  he  slip- 
ped into  the  washroom  or  the  parking  lot  for  a couple  of  hours  sleep. 
For  years  they  carried  Terry  and  he  knows  it. 

‘T  should  have  been  fired  a thousand  times.  My  attendance  was 
atrocious;  I was  working  three  days  a week.  The  other  guys  were  doing 
my  job,  pulling  my  weight,  yet  they  never  showed  resentment  towards 
me— at  least  I didn’t  sense  any.” 

The  Great  Cover  Up 

Covering  up  for  the  problem  drinker  in  the  working  place  has  been  in- 
dustry’s traditional  means  of  responding  to  this  growing  social  problem. 
There  has  been  an  unwritten  code  that  the  problem  drinker  be  handled 
outside  of  the  normal  disciplinary  channels,  that  it  was  blessed  not  to 
see.  This  not  only  safeguarded  the  drinker’s  job,  it  precluded  the  super- 
visor’s or  workmate’s  own  pain  and  embarrassment  that  so  often  was 
part  of  confrontation. 

Sure,  the  great  cover  up  costs  money.  The  American  National  Council 
on  Alcoholism  estimates  that  industry  pays  out  the  equivalent  of  25 
percent  of  annual  wages  for  each  problem  employee  on  its  payroll  to 
cover  off:  lateness  and  absenteeism;  judgment  errors;  recruiting. 
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replacement,  and  training;  experience,  skill,  and  knowledge  loss; 
spoilage  of  materials;  group  dissension;  additional  time  and  effort  by 
I management;  clerical  and  medical  involvement;  increased  accidents; 
overtime  replacement. 

Not  all  of  these  problems  are  precipitated  by  alcohol,  hut  it  has  been 
estimated  that  approximately  five  percent  of  the  work  force  might  be 
expected  to  have  problems  with  alcohol,  many  of  which  will  be 
I reflected  in  the  work  place;  and  it  has  been  demonstrated  that  50  per- 
cent of  North  American  alcoholics  and  problem  drinkers  are  employed. 

There  are  many  intangibles  in  calculating  the  costs  of  the  great  cover 
up,  but  the  most  critical  factor  in  terms  of  the  public  purse  is  that  such 
costs  are  usually  reckoned  as  part  of  production— and  regardless  of 
their  origin,  in  the  end  they  ultimately  settle  on  the  consumer. 

i If  Acme  refrigerators  finds  25  percent  of  its  production  costs  are  at- 
tributable to  assembly  line  and  management  errors.  Acme  does  not  lop 
25  percent  off  the  profits  going  to  its  shareholders.  It  just  passes  that  25 
percent  along  to  the  purchasers  of  its  products. 

A Favor  or  a Curse? 

Putting  a finger  on  a workmate  has  never  been  considered  an  “honora- 
ble” practice.  But  the  failure  to  do  so— for  whatever  misguided  sense  of 
“compassion”— has  hurtled  many  alcoholics  past  the  point  where  posi- 
tive intervention  could  have  turned  them  around. 

“Sure,  you  look  upon  it  as  a favor  at  the  time,”  says  Terry.  “You  realize 
they’re  great  guys  and  all  that.  But  if  they  would  have  turned  me  in 
I right  off  the  bat  it  would  have  been  more  help  to  me  than  anything. 
They  were  prolonging  my  agony  with  their  kindness.” 

Kindness  comes  in  different  forms,  and  sometimes  in  the  most  unlikely 
guise.  In  Terry’s  situation,  in  an  environment  where  both  management 
and  union  work  hard  at  salvaging  the  man  and  getting  him  back  into 
production  with  his  drinking  under  control,  there  is  no  advantage  to 
the  cover  up,  however  “honorable.” 

But,  until  recently,  only  a handful  of  companies  had  really  looked  at 
the  problem  of  alcoholism  on  the  job— to  the  point  of  admitting  that  it 
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Management’s  Robert  Drennan  (right)  and  J 

DAW  representative,  Fred  Pannier,  sit  | 

down  with  employees  seeking  help  to  ^ 

discuss  what  kind  of  program  would  be 

most  suitable.  i 


exists  in  their  own  plants,  and  that  every  company  has  a duty  to  involve 
itself  in  providing  the  problem  drinker  with  something  of  a safety  net 
should  he  be  singled  out  for  treatment. 

Now,  with  in-plant  and  in-office  intervention  programs  being  planned 
and  implemented  at  an  accelerating  rate,  there  is  less  and  less  justifica- 
tion for  the  cover  up  to  continue.  In  growing  numbers  of  organizations, 
alcohol  treatment  programs  are  being  seen  as  part  of  the  normal  health 
benefits  package  in  the  employer-employee  relationship. 

From  the  employer’s  point  of  view,  it  is  just  good  business  to  hold  on  to 
the  experience  and  knowledge  of  employees  trained  on  the  job  for  so 
many  years.  It  is  just  good  business  to  trade  off  the  time  and  expense  of 
rehabilitating  workers  so  as  to  return  them  to  acceptable  work 
capacity— whether  that  employee  is  on  the  bench,  or  behind  the  vice- 
president’s  desk. 

Dr.  Robert  Martin,  medical  director  at  Hamilton’s  Dofasco,  one  of  the 
best-established,  in-plant  alcohol  programs  in  North  America,  claims 
that  back  in  1962  the  company  estimated  it  had  between  $5,000  and 
$8,000  invested  in  a man’s  education  and  training.  In  effect,  it  would 
take  approximately  that  amount  of  money  to  train  another  to  the  point 
he  could  operate  at  the  same  job  level.  “That  was  in  1962.  Consider 
how  much  costs  have  risen  since  then,”  says  Martin. 

The  Source  of  Initiative 

At  Douglas  Aircraft,  adjacent  to  Toronto’s  busy  international  airport, 
the  referral  of  the  problem  drinker  has  achieved  a high  priority.  In 
many  respects  it  is  a model  program  in  the  community  because  the  in- 
itiative has  come  from  within— from  management,  from  United  Plant 
Guard  Workers  of  America,  local  1962,  and  especially  from  United 
Auto  Worker’s  local  1967  and  local  673. 

In  many  instances,  industry  still  has  to  be  sold  on  the  need  for  such 
programs— be  they  alcohol  programs,  or  more  broadly-based  employee 
assistance  programs  dealing  with  a range  of  problems  that  may 
ultimately  impinge  on  an  individual’s  work  performance. 

Terry  Patterson,  community  consultant  of  the  Addiction  Research 
Foundation,  who  is  now  working  with  such  organizations  as  Canada 
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Packers  and  some  of  the  municipal  borough  departments,  knows  how 
time  consuming  it  is  just  to  explain  and  sell  the  concept  of  such  pro- 
grams to  workers  and  supervisors. 

Just  where  does  the  individual’s  right  to  personal  freedom  and  his  job 
responsibility  overlap?  How  do  you  quell  the  feelings  of  suspicion 
about  giving  management  and  supervisors  the  right  to  “interfere”  in  a 
worker’s  lifestyle?  How  can  you  prevent  management  from  “railroad- 
ing” employees  under  the  guise  of  alcoholism  treatment  options? 

Patterson  spends  a lot  of  time  articulating  such  concerns,  putting  them 
into  perspective,  responding  to  them.  It  took  him  six  months  just  to 
help  a large  firm  articulate  its  policy  on  the  problem  drinker. 

But  at  Douglas  Aircraft,  which  in  the  past  18  months  has  identified  and 
referred  some  100  problem  drinkers  for  some  kind  of  help,  the  concept 
of  holding  on  to  the  problem  drinker  and  getting  him  back  into  produc- 
tive operation  was  a relatively  easy  sell. 

Robert  Drennan,  supervisor  of  employee  services  in  Toronto,  did  not 
really  have  to  butt  his  head  against  the  wall  with  either  management  or 
union.  For  one  thing,  Douglas’  corporate  headquarters  in  St.  Louis, 
Missouri,  and  its  plants  in  California,  had  already  endorsed  and  imple- 
mented programs  by  the  time  Drennan  and  his  colleagues  from  both 
management  and  union  made  their  presentation  to  the  brass.  Not  only 
were  corporate  leaders  responsive,  they  had  already  seen  evidence  of 
the  considerable  money  savings  in  terms  of  productivity  these  pro- 
grams had  achieved. 

In  1972,  Drennan  contacted  the  Addiction  Research  Foundation  for 
specific  resources  to  help  set  up  an  appropriate  program.  At  the  time, 
Douglas  had  5,000  employees. 

A blueprint  for  in-plant  training  was  drawn  up,  policy  discussed,  rela- 
tionships between  management  and  union  articulated,  educational 
materials  about  the  impact  of  alcoholism  on  industry  collated,  and  the 
various  referral  sources — particularly  the  A.R.F.,  the  Donwood  In- 
stitute, and  the  Salvation  Army—defined. 

The  materials,  which  outlined  the  roles  of  the  medical  staff,  the  union. 
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the  supervisors,  and  the  program  coordinator,  were  collected  into  a 
package,  and  presented  to  management  for  approval.  Along  the  whole 
route,  the  union  was  a full  partner. 

“We  asked  for  the  union’s  support. . .not  as  a negotiated  contract  item, 
but  voluntarily.  They  gave  it  to  us  on  the  spot,”  says  Drennan. 

How  critical  this  agreement  with  the  UAW  was  to  become,  was  im- 
mediately apparent.  In  the  first  six  months  of  its  operation,  75  percent 
of  all  referrals  were  from  the  union. 

Union  Involvement 

Edward  Ross,*  a skilled  tradesman  in  the  Douglas  operation  is  well- 
groomed,  articulate,  the  picture  of  self-control.  A year  ago  he  was  ill- 
kempt,  he  had  the  shakes,  he  couldn’t  keep  his  pencil  from  fluttering, 
let  alone  his  soldering  iron  from  weaving  unpredictably. 

“It  took  me  longer  to  do  a job,  longer  to  figure  it  out.  There  were  too 
many  errors;  my  work  suffered.  I had  developed  other  problems  as  well. 
I was  facing  several  traffic  violations  because  of  my  drinking.  I had  to 
do  something.” 

He  went  to  Fred  Pannier,  union  representative  and  strong  advocate  of 
the  employee  alcohol  program.  It  is  a move  Ross  never  regrets  making. 
But  would  he  have  made  it  if  Pannier  was  management  and  not  a union 
respresentative? 

“I  would  have  been  afraid,”  admits  Ross.  “Not  because  of  the  manage- 
ment at  Douglas,  which  had  shown  a lot  of  compassion  about  the  prob- 
lems of  alcoholics  on  the  job,  but  because  of  some  instinctive  sense  of 
advocacy. . .management  is  still  management.” 

The  reasoning  may  not  be  the  most  rational,  but  it  is  real,  just  as  the 
impact  of  instinct  and  conditioning  is  real.  There  is  a feeling  that  if 
there  are  two  sides  to  the  industrial  complex,  the  working  man  is  in  the 
same  set  as  the  union,  and  recognition  of  this  coupling  has  yielded  divi- 
dends in  the  Douglas  program. 


*The  names  Terry  Johnson  and  Edward  Ross  are  pseudonyms  used  by  the  author  to  pro- 
tect the  identity  of  the  persons  involved.  It  should  be  noted  that  neither  of  the  principals 
quoted  asked  for  suppression  of  their  names  or  of  any  of  the  incidents  recounted. 
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Fred  Pannier,  who  has  been  in  the  forefront  of  the  Douglas  program,  j 
both  its  institution  and  implementation,  had  been  working  with  prob- 
lem drinkers  before  any  formal  program  was  put  in.  ' 

“Four  or  five  years  ago  I would  talk  to  a man  who  appeared  to  have  ; 
problems,  very  often  alcohol-related  problems,  and  I would  try  to  help 
him.  But  I wouldn’t  go  to  the  company  and  say  ‘this  man  has  a drinking  | 
problem,’  even  though  our  company  was  very  generous  and  we  had  a 
very  understanding  management. 

“But  then  we  were  able  to  bring  alcoholism  into  our  bargaining  agree- 
ment. Once  it  was  considered  an  illness  we  knew  a man  could  get  help 
without  losing  pay  or  benefits.  That  was  very  important.  Now  you  can 
blow  the  whistle  and  the  man  will  still  get  help.” 

That  help  takes  on  many  forms,  whichever  is  most  suitable  for  the  in- 
dividual: inpatient  treatment  in  a special  alcohol  treatment  ward,  group 
therapy,  A A,  outpatient  treatment  with  or  without  Antabuse— in  short 
whatever  facilities  are  available  in  the  community.  At  Douglas  this  help 
is  part  of  a broader  employee  assistance  program. 

The  Problems 

Marital,  family,  financial,  legal  problems— all  have  the  capacity  to  drain 
an  individual  emotionally,  to  impinge  on  his  thought  processes,  to  keep 
his  attention  rivetted  elsewhere  and  make  him  a less  efficient  worker. 
They  also  are  constant  partners  of  the  alcoholic,  either  as  a cause  or  an 
effect  of  his  drinking. 

Drennan  sees  these  as  parts  of  an  interlocking  scenario.  “Alcohol  is  not 
the  only  problem,  and  we  emphasize  to  our  supervisors  never  to  get  in- 
volved in  the  problem  per  se.  They  notice  when  someone  is  coming  in 
late,  or  his  job  performance  is  down,  and  that  is  the  point  of  interven- 
tion. The  supervisor  talks  with  the  man,  determines  that  something  is 
troubling  him,  and  makes  an  appointment  for  him  to  see  me— with  the 
union  representative  at  his  side.” 

What  can  the  company  do  if  the  problem  is  rooted  in  concern  about  an 
aged  relative  who  is  living  alone  and  is  too  independent  to  move  in 
with  a younger  family? 
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“We  can  phone  the  most  relevant  agency,  maybe  the  Red  Cross  or  I 
Salvation  Army.  We  ask  them  to  periodically  check  in  on  the  relative, 
perhaps  provide  meals  on  wheels,  and  we  can  give  the  employee  some  I 
assurance  that  someone  will  be  in  to  check  with  the  relative  from  time 
to  time.  Sure,  they  are  still  concerned,  but  they’re  not  that  worried  any- 
more. You  can  see  a change  come  over  them  almost  immediately.  You 
can  see  it  in  their  work.” 

One  of  the  most  frequent  presenting  pictures  to  any  in-plant  assistance 
program  is  an  employee  who  is  drinking  heavily,  has  encountered 
debts  he  just  can’t  handle,  and  is  consequently  unnerved  by  an  unsta- 
ble homelife. 

“We  try  to  get  these  problems  straightened  out  one  at  a time,”  says 
Drennan.  “First  we  get  the  credit  union  counsellor  in  to  talk  with  the 
man.  We  can  usually  get  his  debts  consolidated  and  paid  off  by  the 
credit  union,  and  he  makes  payments  by  a weekly  deduction. 

“Then  we  isolate  the  reasons  for  his  disruption  at  home— perhaps  his 
financial  instability,  or  perhaps  his  drinking.  If  he  needs  referral  to 
some  agency  or  alcohol  program  we  first  arrange  for  a medical  with  the 
company  doctor  and  then  take  him  into  the  most  appropriate  treat- 
ment. That  may  be  the  A.R.F.,  or  group  therapy,  or  a community  hospi- 
tal inpatient  program  such  as  the  one  run  by  Peel  Memorial.  He  is  of 
course  kept  on  sick  pay,  his  benefits  are  kept  intact,  and  his  job  is  ready 
for  him  on  his  return.  As  a consequence  of  these  actions  his  home  very 
ofterL  is  stabrlized.” 

Interlocking  Pressures 

Attention  to  alcohol  use  as  one  facet  of  a broad  range  of  human  prob- 
lems appears  to  be  critical  to  a growing  number  of  programs.  There  is 
no  better  example  of  this  interlock  of  pressures  than  those  playing 
upon  Douglas’  “most  well-rknown  alcoholic,”  Terry  Johnson.  It  was 
more  than  five  years  ago  that  Terry,  under  the  guidance  of  Fred  Pan- 
nier, had  his  first  encounter  with  the  treatment  field— a session  at  the 
Donwood  Jnstitute  in  Toronto. 

“That  was  the  beginning  of  my  recovery,”  says  Terry.  “Before  Don- 
wood  I had  been  in  a few  detox  centres  and  it  has  been  upgrade  ever 
since.” 
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But  did  Donwood  fail  you? 

“No,  I failed  it  They  had  a follow-up  program  which  I didn’t  follow.  In 
time  I was  drinking  just  as  heavily,  and  Fred  came  to  my  help  again.” 

Help  in  this  context  was  a series  of  group  therapy  clinics  run  in  concert 
with  the  A.R.F.  Members  of  the  groups  were  allowed  three  hours 
off  work  each  week  to  attend  the  sessions,  first  at  A.R.F.  quarters  and 
then,  when  attendance  grew  to  at  least  two  car  loads,  at  the  plant  itself. 

The  group  sessions  helped  Terry,  but  what  he  vaguely  refers  to  as  “per- 
sonal problems”  kept  him  from  persisting  with  them.  His  next  step  was 
admission  to  the  A.R.F.’s  three-week  inpatient  program  in  downtown 
Toronto. 

Did  this  program  fail  you? 

“No,  it  was  very  good,  but  again,  I failed  it.” 

How? 

“I  was  thrown  out  of  it.  They  trusted  me  to  go  home  for  a weekend  and 
I came<  back  stoned.” 

How  come? 

“Personal  problems.  After  that  I went  on  drinking  very  heavily,  then  I 
sort  of  smartened  up  and  now  I am  with  AA.  I’m  also  hoping  to  be  ad- 
mitted to  A.R.F.’s  outpatient  program.” 

The  “personal  problem”  which  kept  recurring  turned  out  to  be 
pivotal  to  his  whole  tortured  passage  of  the  decade— his  wife  was  also  a 
heavy  drinker,  and  she  wanted  nothing  to  do  with  any  program  for 
either  herself  or  Terry. 

It  was  a burden  that  Terry  kept  contained  within  himself  through  years 
of  probing  therapy,  inpatient  and  outpatient  treatment,  a burden 
which,  had  it  not  been  relieved  might  well  have,  in  time,  sent  him  right 
over  the  edge. 


73 


Douglas’  employee 
assistance  program  utilizes 
various  treatment  facilities 
in  the  community.  Above, 
Pannier  and  an  employee  at 
Peel  Memoral  Hospital.  At 
right,  he  and  Drennan  pay  a 
follow-up  visit  to  an 
employee  referred  to  a 
Salvation  Army  centre. 
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Says  Fred  Pannier:  “Only  last  week  did  we  realize  that  all  these  years 
Terry  had  to  fight  not  only  his  own  desires  to  drink  but  he  had  to  do  so 
with  no  support  from  his  wife.  A man  needs  the  support  of  his  family 
but  Terry  never  mentioned  this  factor.  After  all  these  years,  all  our 
work  was  nearly  in  vain.  I am  now  encouraging  Terry  to  start  a new  life, 
and  start  living.” 

Says  Terry  of  the  confidence  gained  by  his  admission:  “If  I had  gotten 
this  off  my  chest  five  or  six  years  ago  it  might  have  been  a different  sto- 
ry. Of  course  my  wife  figures  she  doesn’t  have  a drinking  problem.  But 
I know  better.  I am  an  expert,”  he  says  solemnly. 

“The  Man  Must  Be  Ready” 

In  the  case  of  Terry  and  Edward,  their  habits  at  the  workbench  and 
their  lives  outside  the  plant  are  much  more  accessible  to  intervention 
by  the  union  than  by  company  management.  It  is  easier  for  the  union 
to  maintain  close  contact  with  the  family,  to  make  occasional  phone 
calls  to  a wife  or  a friend  asking  after  a working  colleague.  It  is  easier  to 
probe  social  relationships  and  the  milieu  in  which  the  problem  drink- 
ing often  occurs. 

Edward  Ross  and  Terry  Johnson  both  find  themselves  in  a somewhat 
pivotal  position  when  it  comes  to  other  problem  drinkers  in  the  plant. 

“I  do  quite  a bit  of  travelling  around  the  plant,  and  I can  find  a dozen 
problem  drinkers  just  on  the  first  floor,”  says  Edward.  “I’ve  been 
through  it;  I know  the  signs.  Right  now  I see  one  man  regularly  who 
looks  just  the  way  I did  two  years  ago  and  he’s  only  gotten  that  way  in 
the  last  six  or  seven  months.  There  he  is,  shaking  like  a leaf.” 

Despite  their  ability  to  recognize  these  symptoms,  neither  Ross  nor 
Johnson  feel  it  wise  to  make  the  first  move.  “That  man  has  got  to  come 
to  us  first.  He  must  want  to  be  helped.  The  man  must  be  ready.” 

The  phrase  “the  man  must  be  ready”  is  innocent  enough  and  it  even 
seems  a self-evident  fragment  of  philosophy.  But  it  also  encompasses  a 
conflicting  series  of  perceptions. 

The  concept  of  “constructive  coercion,”  which  the  A.R.F.  has  been 
building  upon  for  years  as  the  cornerstone  of  industrial  alcohol  treat- 
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ment  programs,  specifies  that  an  employee  with  a drinking  problem 
must  be  brought  face-to-face  with  the  realities  of  his  problem  and  must  ! 
be  confronted  with  making  a choice  about  his  actions.  He  must  do 
•something  constructive  about  getting  his  work  performance  back  to 
shape— and  that  ‘something  constructive’  is  usually  involvement  in  a 
program.  Either  he  returns  himself  to  a level  of  adequacy  in  his  job,  or 
his  company  will  have  to  let  him  go.  There  is  a “crisis”  implicit  in  the 
decision. 

To  label  this  the  “shape  up  or  ship  out  course”  is  to  oversimplify  it.  It 
isn’t  that  black  and  white  because  most  companies  realize  that  some- 
one returning  to  work  from  a program  does  need  some  transitional 
period.  But  in  constructive  coercion,  management  does  not  necessarily 
feel  obliged  to  wait  until  someone  is  “ready.” 

The  distillation  of  crisis  in  this  coercive  environment  is  going  to  be  de- 
bated for  a long  time.  But  at  Douglas,  there  is  no  question  that  the 
voluntary  nature  of  the  program  is  what  has  made  it  successful.  Says 
Drennan:  “I  don’t  believe  in  forcing  people  to  do  anything.  The  only 
people  we  lost  are  people  we  forced  into  programs.  These  are  the  people 
who  were  given  the  option— your  job  or  the  program.  They  accepted 
the  program  strictly  to  safeguard  their  job.  They  got  through  the  pro- 
gram, but  it  didn’t  take  long  for  them  to  go  back  to  their  old  ways.” 

How  would  Edward  and  Terry  have  responded  to  coercion? 

“If  they  would  have  done  that— tried  to  force  me  into  a program, 
before  I was  ready— I probably  would  have  gotten  my  back  up  and 
fought  the  whole  thing,”  says  Ross. 

“Absolutely,”  adds  Terry. 

Yet,  the  word  coercion  has  shadings  in  its  definition.  A man  may  feel 
impelled  to  seek  help. . .he  may  ask  for  that  help  himself,  but  what  im- 
pelled him?  What  force  is  it  that  generates  his  call  for  help? 

When  one  examines  these  questions,  it  appears  that  the  advocates  of 
constructive  coercion  on  the  one  hand,  and  those  of  the  purely  volun- 
tary approach  on  the  other  (as  exemplified  by  Douglas),  are  not  really 
that  far  apart. 


76 


For  example,  the  wording  of  the  Douglas  employee  assistance  program 
shows  quite  a subtle  blend  of  compassion  and  coercion.  The  program 
may  be  voluntary  but  the  brochure  describing  the  program  uses  pretty 
direct  language: 

“Unless  there  is  noticeable  improvement  in  the  work  attendance  and/ 
or  performance,  discipline,  up  to  and  including  job  dismissal,  may  oc- 
cur. 

“If  the  employee  fails  to  take  advantage  of  this  he  must  be  informed 
that  he  will  have  to  take  on  his  own,  whatever  steps  are  necessary  to 
improve  his  work  performance  or  attendance  or  be  subject  to  dis- 
missal.” 

Dramatic  Results 

Interpreting  this  as  a shape  up  or  ship  out  challenge  may  be  stretching 
a point,  but  can  a helping  mechanism  be  purely  voluntary  once  an 
employee’s  work  level  drops  to  the  point  it  can  no  longer  be  ignored? 
Theorists  will  be  arguing  that  for  a long  time.  But,  theory  aside,  the 
results  that  Douglas  has  been  able  to  amass  in  its  21/2-year  program  are 
quite  dramatic. 

Though  the  work  force  at  Douglas  has  dropped  from  5,000  to  about 
2,300  over  the  past  18  months,  the  employee  assistance  program  has 
handled  more  than  250  referrals  of  which  at  least  100  were  alcohol-rel- 
ated. Of  these  100,  about  60  were  referred  to  various  community  agen- 
cies for  help  and  of  these,  only  10  individuals  have  subsequently  been 
discharged,  some  of  these  in  the  natural  course  of  layoffs. 

What  does  one  consider  success?  Says  Drennan:  “Success  is  what  you 
make  it.  If  a man  is  on  the  job  and  he  loses  one  day  every  three  weeks 
because  of  drinking,  to  me  that  is  a success.  Because  prior  to  that  he 
was  losing  two  or  three  days  a week.” 

Drennan  thinks  he  can  make  a pretty  good  case  to  show  that  industry 
has  far  more  to  gain  than  lose  in  instituting  a good,  comprehensive 
employee  assistance  program.  Using  statistics  about  prevalence  of 
alcoholism  in  society  and  in  industry,  and  costs  of  poor  performance 
and  productivity,  Drennan  has  shown  that  in  the  first  six  months  of  its 
program  Douglas  saved  $27,000. 

“It  doesn’t  cost  us  very  much  money  to  do  what  we  are  doing,”  says 
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Drennan,  “and  we  are  saving  a lot  by  bringing  a man  back  to  the  pre- 
vious level  of  productivity  rather  than  either  looking  the  other  way  or 
.training  new  men  to  replace  people  who  have  been  with  us  for  20 
years.” 

But  cost-effectiveness  is  only  one  part  of  the  selling  job.  There  is  also 
the  humanitarian  aspect  of  this  kind  of  retrieval  and  it  is  encouraging  to^ 
see  how  much  industrial  response  is  being  generated  just  on  the  basis  I 
of  human  need  considerations— over  and  above  those  that  can  be^^ 
recorded  in  a ledger.  * 

i: 

Says  Terry  Johnson:  “I  was  alone  with  this  problem  for  a long  time. . .11 
was  crying  for  help,  but  not  too  loudly.  Beforehand  you  got  fired  onl 
the  spot,  no  questions  asked.  Now  you  get  a chance  to  recover,  to  look 
at  yourself,  to  weigh  the  pros  and  cons  of  your  life.  You  see  what 
you’ve  got  to  lose. . .and  that’s  a hell  of  a lot.” 
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DPEN  ENE 


Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor.  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
MSS  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication. 


In  your  most  recent  issue's  leading  article  ("A  Spoonful  of 
Sugar. . Spring  '75)  Laird  O'Brien  makes  some  interesting 
and  valid  points  about  appropriate  humor  as  an  instrument  of 
enlightenment  Good  for  him!  However.  . . . 

The  final  section,  "What  about  Canada?  Are  We  Different?," 
depresses  me.  Once  again  we  are  haunted  by  the  ghost  of  our 
inferiority  — or  alleged  inferiority.  O'Brien  says  "we  have  not 
moved  as  rapidly  as  communicators  in  the  United  States."  A 
few  years  ago  the  shoe  was  on  the  other  foot,  and  I was  pro- 
ducing for  the  Addiction  Research  Foundation  a series  of  en- 
tertaining information  pieces  which  were  being  hailed  and 
purchased  — and  are  still  being  used  — in  the  great  U.S.A. 
Let's  continue  in  this  vein,  but  let's  not  assume  that  all  good 
things  are  initiated  in  the  U.S.A. 

Robert  R.  Robinson 
President 

RRR  Communications  Inc. 


We  appreciate  being  mentioned  in  the  article  ("A  Spoonful  of 
Sugar. Spring  '75)  for  our  use  of  humor  in  advertising,  as 
we  believe  it  is  the  way  to  motivate  people  to  take  advantage 
of  our  kind  of  "product." 

Thomas  G.  MacMillan 
Director  of  Communications 
Sport  Participation  Canada 
(Participaction) 
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/ have  been  working  with  a woman  for  the  past  few  years 
who  is  in  Al-Anon  and  yet  has  never  seemed  to  respond  to 
what  Al-Anon  has  taught  her  nor  what  I have  tried  to  teach 
her.  Yesterday  she  picked  up  a copy  of  Dr.  Bowen's  article 
("A  Family  Systems  Approach  to  Alcoholisrn/'  Summer  '74) 
and  read  it  when  she  got  home.  Today  she  phoned  that  she 
had  finally  had  her  eyes  opened  to  a whole  new  concept  of 
what  it  was  all  about.  Bowen's  article  finally  put  it  all  together 
for  her  — at  least  for  today  — so  if  it  works  with  her  it  might 
work  with  others. 

Joseph  L.  Keller mann 
Executive  Director 

Charlotte  (N.C.)  Council  on  Alcoholism,  Inc. 


I have  recently  been  exposed  to  my  first  copy  (Spring,  1975) 
of  Addictions  and  I am  most  favorably  impressed  by  both  the 
content  and  the  editorial  style.  The  article,  "Alcohol  on  the 
job"  by  Milan  Korcok  is  frightening  and  timely.  It  has  whet  my 
appetite  for  more  knowledge,  personally,  and  rudely 
awakened  me  to  the  fact  that  I have  been  doing  nothing 
about  either  my  lack  of  knowledge  or  my  company's  (ap- 
parent) problems. 

TR.  Torrance 

Director  - Personnel  and  Industrial  Relations 
Northern  Electric  Company  Limited 
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j The  Addiction  Research  Foundation  of  Ontario,  established  in  1949, 
[ is  an  official  government  agency  financed  by  annual  provincial 
grants.  Its  purpose  is  to  learn  more  about  the  effects  of  alcohol  and 
I other  drugs  and  to  develop  improved  ways  of  preventing  and  man- 
I aging  alcoholism  and  drug  dependence.  Helpful  information  about 
“ these  matters  is  available  from  A.R.F.  offices  located  in: 


Belleville  (962-9482) 
Brantford  (759-3930) 
Chatham  (354-1000) 
Cornwall  (932-3300) 
Guelph  (821-9661) 
Hamilton  (525-1250) 
Kapuskasing  (335-6081) 
Kenora  (468-6372) 
Kingston  (546-4543) 
Kirkland  Lake  (567-4242) 
Kitchener  (579-1310) 
London  (433-3171) 
Mississauga  (270-1431) 
Niagara  Falls  (356-7451) 
North  Bay  (472-3850) 
Oakville  (845-6854) 


Orillia  (325-6161) 

Oshawa  (576-6277) 

Ottawa  (733-8343) 

Owen  Sound  (371-1861) 
Pembroke  (732-281 1) 
Peterborough  (743-2121) 

St.  Catharines  (668-0552) 
Sarnia  (337-9611) 

Sault  Ste.  Marie  (256-2226) 
Simcoe  (426-7260) 

South  Porcupine  (235-3326) 
Sudbury  (675-1195) 

Thunder  Bay  (622-0609) 
Toronto  (595-6100) 

Welland  (735-2930) 

Windsor  (253-1 146) 


i Members  of  the  Foundation— representatives  from  the  business  and 
professional  community  appointed  by  the  Lieutenant-Governor  in 
Council  — establish  all  Foundation  policy.  The  Foundation’s  Pro- 
fessional Advisory  Board  advises  on  scientific  development  and 
professional  programs. 
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I MAY  BE  LONELY 
BUT  THAT  DOESN'T  MEAN 
\ HAVE  TO  "DRINK 


by  Martha  Sanchez-Craig  and  Keith  Walker 

Our  behavior  is  determined  by  the  way  we  interpret  events.  Some 
events  we  appraise  as  having  no  effect  on  us,  some  as  beneficial,  and 
others  as  harmful.  When  an  individual  Appraises  an  event  as  potentially 
harmful  or  aversive,  hil  immediate  tendency  is  to  react  by  attack,  avoi- 


Dr.  Sanchez-Craig  is  director  and  Mr.  Walker  assistant  director  of  the  Spadina  Project,  an 
experimental  halfway  house,  sponsored  by  the  Addiction  Research  Foundation,  for  men 
and  women  with  alcohol  problems.  References  for  this  article  are  available  upon  request. 
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dance,  or  withdrawal.  The  precise  method  by  which  he  copes  with  the 
aversive  event  is  determined  by  his  consideration  of  the  alternatives 
available  to  him.  His  strategy  for  coping  with  a threatening  stimulus 
may  be  either  behavioral  (e.g.  hitting  an  attacker,  appeasing  an  angry 
parent)  or  cognitive  (e.g.  denial,  intellectualization). 

Events  originally  appraised  as  aversive  may  be  reappraised  as  neutral  or 
even  as  beneficial.  Reappraisal  of  threatening  stimuli  follows  from  the 
discovery  of  new  evidence  indicating  that  the  stimuli  are  less  threaten- 
ing or  that  the  individual  has  the  ability  to  cope  with  them  effectively. 
In  daily  life  individuals  constantly  appraise  and  reappraise  events, 
often  at  an  unconscious  level.  Similarly,  through  continued  interaction 
with  potentially  harmful  stimuli,  they  learn  to  cope  with  them  in  an 
habitual,  spontaneous,  and  undeliberated  manner.  Sometimes, 
however,  no  effective  strategy  for  coping  with  aversive  stimuli  is  im- 
mediately available.  Under  such  conditions  the  individual  will  ex- 
perience stress,  and  the  response  tendency  will  be  expressed  emo- 
tionally, as  anger,  grief,  or  guilt,  for  example. 

Coping  with  Alcohol 

In  extending  this  model  to  the  problem  of  alcohol  dependency,  it  is 
assumed  (a)  that  alcohol  abuse  represents  a non-adaptive  strategy  for 
coping  with  events  appraised  as  aversive,  (b)  that  the  continued 
reliance  on  alcohol  as  a means  for  coping  with  stressful  stimuli  results 
in  the  development  of  a tendency  to  use  alcohol  in  an  habitual,  un- 
deliberated manner,  (c)  that  when  alcohol  is  not  available,  but  a ten- 
dency to  drink  exists,  the  response  tendency  is  experienced  as  crav- 
ings, and  (d)  that  the  use  of  alcohol  at  a given  point  in  time  is  deter- 
mined both  by  the  way  in  which  the  individual  appraises  events  and  by 
the  way  in  which  he  appraises  his  ability  to  cope  with  those  events 
without  alcohol. 

Drinking  as  a way  of  coping  with  a variety  of  threatening  events  may 
have  the  function  of  decreasing  the  aversiveness  of  the  stimuli  them- 
selves and/or  of  increasing  the  individual’s  confidence  in  his  ability  to 
cope  with  them.  Thus,  an  individual  may  use  alcohol  to  dull  his  percep- 
tion of  a negative  stimulus  (e.g.  a nagging,  complaining  spouse),  to 
decrease  the  intensity  of  negative  emotional  states  (e.g.  loneliness,  anx- 
iety, guilt,  sorrow,  boredom,  frustration),  to  avoid  the  onset  of  painful 
withdrawal  symptoms,  or  to  enable  him  to  do  something  he  finds 
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difficult  or  unpleasant  (e.g.  meeting  an  important  stranger,  making 
love,  expressing  his  anger).* 

Defensive  Thinking 

The  frequent  use  of  alcohol  as  an  aid  in  coping  with  aversive  events 
results  in  the  development  of  a strong  tendency  to  cope  with  similar 
events  in  the  same  manner.  Alcohol  consumption  may  become  a 
generalized,  habitual,  or  even  complusive  way  of  coping  with  an  ever- 
broadening  set  of  unpleasant  circumstances.  The  continual  reliance  on 
drinking  as  a coping  strategy  prevents  the  discovery  of  other  ways  of 
dealing  with  problems.  Thus,  whereas  initially  drinking  may  have  been 
a highly  effective  strategy  for  coping  with  stressful  situations,  even- 
tually, because  of  its  addictive  qualities,  it  becomes  nonadaptive  and  in 
itself  produces  aversive  effects.  Faced  with  the  mounting  evidence  of 
the  effects  of  his  drinking,  the  alcoholic  may  turn  to  defensive  think- 
ing. 

The  use  of  repression,  rationalization,  and  alibis  has  frequently  been 
observed  in  alcoholics.  Given  the  dilemma  he  is  faced  with,  the  in- 
dividual may  experience  a great  deal  of  ambivalence  towards  giving  up 
drinking.  He  is  aware,  on  the  one  hand,  that  if  he  continues  to  drink,  he 
faces  further  deterioration  physically,  psychologically,  and  socially.  On 
the  other  hand,  he  may  have  already  irreparably  damaged  relationships 
with  his  family,  friends,  and  employers.  Drinking  may  be  one  of  the 
few  alternatives  available  to  him  for  coping  with  this  depressing  set  of 
circumstances. 

When  the  problem  drinker  does  make  the  decision  to  give  up  drinking, 
life  is  unlikely  to  be  easy  for  him.  Because  imbibing  has  been  an 
habitual  way  of  responding  to  a variety  of  life  problems,  the  tendency 
to  use  alcohol  as  a coping  device  will  persist.  In  the  past  he  may  have 
been  largely  unaware  of  the  circumstances  leading  up  to  his  drinking, 
of  how  much  he  drank,  or  even  of  having  made  a decision  to  drink.  His 
success  in  maintaining  sobriety  will  ultimately  be  determined  by  the 
extent  to  which  he  is  able  to  identify  events  which  lead  to  drinking  and 
to  develop  new  ways  of  coping  with  those  events. 


* Situations  in  which  drinking  tendencies  are  elicited  need  not,  of  course,  always  be  up- 
setting ones.  Alcohol  consumption  may  also  result  from  the  appraisal  of  alcohol  as 
desirable  or  of  drinking  as  a valued  activity. 
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Alcohol  “cravings,”  or  urges  to  drink,  are  considered  in  this  model  to 
be  the  experiencing  of  drinking  tendencies.  When  the  individual  stops 
drinking,  it  is  likely  that  he  will  experience  the  desire  to  drink  from 
time  to  time.  Drinking  tendencies,  however,  will  not  be  equipotent 
across  all  conditions;  they  will  be  experienced  most  strongly  in  those 
situations  in  which  he  has  used  alcohol  to  cope  in  the  past. 

Appraising  Situations 

Whether  or  not  an  individual  drinks  in  a given  situation  depends  on  his 
appraisal  of  that  situation.  If  he  assesses  it  as  threatening  and  perceives 
drinking  as  his  only  means  of  coping  with  that  threat,  he  will  of  course 
drink.  To  the  extent  to  which  his  appraisal  ignores  or  distorts  relevant 
elements  in  the  situation,  it  is  inappropriate.  An  individual  may,  for  ex- 
ample, appraise  only  the  immediate  beneficial  effects  of  imbibing  and 
ignore  the  disastrous  long-term  effects;  he  may  catastrophize  the  sig- 
nificance of  the  aversive  stimuli  (e.g.  “I  feel  so  unhappy  and  depressed, 
life  isn’t  worth  living”);  or  he  may  justify  his  decision  to  drink  through 
rationalization. 

Given  the  above  theoretical  analysis  of  alcohol  abuse,  a strategy  for 
coping  with  stressful  events  without  drinking  must  include  procedures 
to  enable  the  client  to  do  five  things.  He  must  recognize  those  situa- 
tions in  which  he  has  a tendency  to  drink,  realize  that  he  can  cope  with 
those  situations  without  drinking,  inhibit  the  immediate  tendency  to 
drink,  deliberately  change  his  appraisal  (thinking)  in  the  stressful 
situation,  and  make  an  active  attempt  to  change  the  situation,  where 
possible. 

Treatment  Procedure 

The  client  is  introduced  to  therapy  with  a rationale  based  on  the  above 
theoretical  analysis  in  language  he  is  able  to  understand.  The  therapist 
may  say,  “People  who  drink  excessively  often  think  alcohol  helps  them 
cope  with  unpleasant  situations.  For  example,  they  may  drink  to 
decrease  feelings  of  loneliness,  boredom,  frustration,  or  anger,  or  to 
build  up  courage  to  do  something  that  otherwise  they  would  be  afraid 
of  doing,  such  as  meeting  strangers  or  applying  for  a job.  When  a per- 
son has  made  the  decision  to  quit  drinking  but  then  goes  back  on  his 
decision,  it  is  usually  because  he  has  interpreted  things  in  a negative  or 
self-defeating  way.  For  example,  if  somebody  he  likes  criticizes  him,  he 
may  think,  T feel  so  hurt  and  rejected,  I can’t  stand  it— I need  a drink.’ 
Sometimes  drinking  has  become  such  a strong  habit  that  people  decide 
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to  drink  on  the  basis  of  little  or  no  thought  of  the  consequences.  They 
may  even  kid  themselves  into  believing  that  they  will  only  have  the 
one,  or  that  they  will  quit  tomorrow,  even  though  they  know  from  past 
experience  that  this  is  not  the  case.  If  a person  wants  to  stop  himself 
from  drinking,  he  must  learn  to  deliberately  change  his  thinking  in 
those  situations.” 

Identification  of  Drinking  Episodes. 

The  first  step  in  teaching  the  strategy  is  to  direct  the  client  in  the  iden- 
tification of  past  drinking  episodes  which  resulted  in  negative  conse- 
quences. Beginning  with  the  last  drinking  episode,  identifications  are 
made  in  terms  of  events  preceding  drinking,  the  client’s  interpretation 
of  those  events,  his  feelings  about  the  events,  whether  the  client  made 
a conscious  decision  to  drink,  how  he  came  to  the  decision,  ways  in 
which  his  thinking  was  faulty,  how  his  feelings  about  the  incident 
changed  once  he  started  drinking,  consequences  of  drinking  for  the 
client’s  health,  job,  family,  and  friends,  and  ways  in  which  drinking 
helped  him.  The  client  rates  the  accuracy  of  his  report  as  “totally  accur- 
ate,” “mainly  accurate,”  or  “doubtful.”  When  accuracy  is  doubtful,  the 
client  is  asked  to  mark  the  sections  about  which  is  he  most  unsure. 

Although  the  ability  to  remember  varies  from  individual  to  individual, 
our  clients  have  always  been  able  to  identify  at  least  six  drinking 
episodes.  A series  of  identifications  usually  allows  the  counselor  to 
abstract  common  elements  across  situations  identified  by  the  client. 
For  example,  after  several  episodes  have  been  analyzed,  it  may  become 
clear  that  the  client’s  drinking  has  often  been  associated  with  the 
breakdown  of  significant  relationships  that  he  interpreted  in  similarly 
faulty  ways. 

Using  Imagination 

For  each  episode  identified,  the  client  is  directed  in  the  reappraisal  of 
his  ability  to  cope  in  the  unpleasant  situation  without  drinking.  The 
counselor  emphasizes  that  in  order  to  cope  with  unpleasant  situations 
without  alcohol  one  must  realize,  in  the  first  place,  that  feelings  of  dis- 
comfort are  not  really  harmful— that  loneliness,  depression,  fear,  etc., 
are  a normal  part  of  life  and  experiencing  these  feelings  will  not  “drive 
him  crazy”  or  harm  him  in  any  real  way.  The  client  is  then  instructed 
to  think  about  his  last  drinking  episode,  to  close  his  eyes,  to  imagine 
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that  he  is  back  in  that  situation  and  to  describe  the  scene  aloud  as  | 
though  it  were  happening  in  the  present.  The  counselor  attempts  to  i 
elicit  as  strong  an  emotional  reaction  as  possible  by  alternately  focusing  i 
the  client’s  attention  to  negative  elements  in  the  scene  and  to  the 
client’s  bodily  responses,  feelings,  and  thoughts.  The  counselor  con- 
tinually urges  the  client  to  reexperience  the  feelings  and  thoughts  as 
vividly  as  possible.  Each  scene  is  repeated  until  the  client  is  able  to 
visualize  the  scene  and  experience  the  accompanying  emotions. 
Following  each  exposure  the  counselor  attempts  to  facilitate  reap- 
praisal of  the  aversiveness  of  the  situation  by  asking  the  client:  “Is  that 
situation  any  worse  than  many  others  that  you  have  experienced?  Did 
the  feelings  that  you  just  described  harm  you  in  any  way?  Are  those 
feelings  likely  to  last  forever?” 

Changing  One’s  Thinking 

Once  the  client  recognizes  that  negative  feelings  are  not  really  harmful 
and  that  they  can  be  tolerated,  he  is  introduced  to  the  planning  of  alter- 
native coping  responses.  The  counselor  emphasizes  that  in  order  to 
counteract  negative  feelings  and  drinking  tendencies,  and  to  be  able  to 
cope  without  drinking,  one  must  very  deliberately  and  specifically 
change  one’s  thinking.  For  example,  in  what  other  ways  could  the 
client  have  interpreted  the  events  associated  with  his  last  drinking 
episode?  The  client  is  given  assistance  in  the  generation  of  alternative 
interpretations  and  positive  self-statements.  He  is  then  asked  to  select 
the  self-statement  that  he  believes  could  have  been  most  effective  in 
handling  that  situation  without  drinking. 

The  counselor  attempts  to  elicit  three  general  self-statements  which 
can  be  used  across  a variety  of  situations  and  which  serve  specific  func- 
tions. Self-statements  which  serve  as  a cue  to  the  client  to  inhibit  his 
immediate  tendency  to  drink  and  to  remind  himself  that  he  must  think 
about  the  situation,  e.g.  “Hold  it!  I’m  at  the  point  of  making  another 
mistake.  I must  stop  and  think.”  Self-statements  which  direct  the  client 
to  reappraise  the  aversiveness  of  the  situation,  e.g.  “Are  things  really  all 
that  bad?”  or  “How  else  can  I interpret  these  things?”  Self-statements 
which  motivate  the  client  to  action.  He  may,  for  example,  ask  himself, 
“Is  there  anything  I can  do  to  make  things  better?” 

From  these  three  types  of  general  self-statements  may  flow  a variety  of 
others  which  are  more  specific  to  the  situation.  If  the  client  has  a ten- 
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dency  to  rationalize  his  drinking  behavior,  he  may  remind  himself  that 
he  has  “kidded”  himself  in  the  past  about  his  ability  to  handle  alcohol. 
If  he  has  a tendency  to  catastrophize  the  significance  of  the  aversive 
feelings,  he  may  remind  himself,  “Being  rejected  by  someone  is  not 
the  end  of  the  world,”  “I  feel  lonely  and  depressed,  but  Jhat  doesn’t 
mean  I have  to  drink,”  or  “I  know  these  cravings  will  not  last  forever.” 
Similarly,  he  may  remind  himself  that  there  are  specific  things  which 
he  can  do  to  improve  the  situation,  e.g.  “Rather  than  stewing  about 
how  angry  I am  at  my  girlfriend’s  behavior.  I’ll  phone  her  and  tell  her 
she  let  me  down,”  or  “I  can  go  to  the  show  instead  of  feeling  sorry  for 
myself.” 

Rehearsals  in  the  Mind 

The  counselor  introduces  the  client  to  cognitive  rehearsal  with  the 
following  rationale:  “In  the  past  you  have  learned  to  interpret  some 
events  and  to  cope  with  them  in  an  habitual,  self-defeating  manner.  As 
you  know,  old  habits  can  be  very  persistent.  In  order  to  change  your  old 
way  of  coping,  you  will  have  to  change  your  thinking  in  the  situation  in 
a very  conscious  and  deliberate  way.  You  will  have  to  practise  your  new 
way  of  thinking  so  that  you  will  know  exactly  what  to  do  when  faced 
with  a similar  situation  in  the  future.  One  way  of  practising  this  new 
way  of  talking  to  yourself  is  by  rehearsing  it  in  your  mind.”  The  coun- 
selor further  emphasizes  that  people  use  their  imagination  all  the  time 
for  similar  purposes— to  rehearse  what  they  want  to  say  in  a novel 
situation,  to  memorize  things,  etc.  The  client  is  then  instructed  to  close 
his  eyes,  to  imagine  that  he  is  back  in  the  unpleasant  situation,  and  to 
describe  aloud  the  part  of  the  scene  where  he  feels  most  uncomforta- 
ble. The  counselor  urges  him  to  reexperience  the  negative  feelings  and 
thoughts  as  vividly  as  possible,  and  then  requests  that  the  client  begin 
to  use  the  new  self-statements.  This  procedure  is  repeated  several 
times,  until  the  client  verbalizes  the  self-statements  without  difficulty. 
Modifications  may  be  made  in  self-statements  at  this  time,  if  necessary, 
to  increase  their  effectiveness. 

The  sequence  of  exposure,  generation  of  new  coping  responses,  and 
cognitive  rehearsal  is  repeated  for  each  drinking  episode  identified. 

Case  Studies 

Three  cases  are  presented  to  illustrate  some  of  the  stimulus  situations  iden- 
tified by  our  clients  and  some  of  the  self-statements  generated  to  cope  without 
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the  use  of  alcohol.  These  three  cases  were  selected  because  they  are  represen- 
tative of  the  application  of  the  strategy  to  aversive  internal  events 
(physiological  cues,  painful  thoughts  and  feelings)  as  well  as  aversive  exter- 
nal events  (social  stimuli,  significant  losses).  All  these  cases  are  of  clients  of 
a halfway  house  which  offers  services  to  male  and  female  alcoholics. 

Case  1 

Mr.  J.D.,  a painter,  is  a 54-year-old  male,  single,  with  a Grade  6 educa-  | 
tion.  At  the  time  of  treatment,  he  had  been  drinking  continually  for  18 
years.  Although  he  drank  on  a daily  basis,  he  was  able  to  function  for 
many  years  in  the  job  at  a fairly  satisfactory  level.  After  16  years  of 
drinking,  however,  the  loss  of  several  jobs  due  to  deteriorating  job  per- 
formance made  him  realize  “perhaps  I was  drinking  more  than  I 
thought.”  He  first  applied  to  our  unit  two  years  ago  (when  no  formal 
treatment  was  offered)  and  stayed  for  nine  months.  Before  this  time  he 
had  never  received  any  form  of  treatment  for  alcoholism.  During  his 
stay  at  the  house  he  managed  to  “sneak”  drinks  every  night  after  work, 
even  though  the  house  policy  was  total  abstinence.  He  was  readmitted 
to  the  house  approximately  15  months  later.  He  reported  that  he  now 
recognized  the  seriousness  of  his  drinking  problem  and  was  concerned 
about  the  fact  that  he  had  been  stealing  alcohol  from  his  employers. 

Mr.  D.  received  six  one-hour  sessions,  distributed  over  a two-week 
period.  He  identified  six  drinking  episodes,  four  of  which  he  completed 
on  his  own  as  homework  assignments.  From  these  identifications  two 
major  problem  areas  were  abstracted:  (a)  criticism  on  the  job  and  (b) 
experiencing  withdrawal  symptoms  on  the  weekend. 

When  criticized  on  the  job,  he  would  feel  angry  and  would  interpret 
the  criticism  in  a similar  fashion,  e.g.  “That  bastard  is  a -incom- 

petent. He  has  no  business  telling  me  how  to  do  my  job.  I’m  the 
painter.”  Instead  of  acting  on  the  situation,  he  would  think  of  alcohol 
as  a means  of  coping— “A  few  drinks  after  work  will  make  me  forget.” 
Mr.  D.  reported  that  alcohol  helped  him  relax  when  he  was  angry. 
Nevertheless,  in  all  four  identifications  where  he  reported  using 
alcohol  to  cope  with  the  effects  of  criticism,  he  did  not  go  back  to  the 
job.  Since  Mr.  D.  was  an  after-the-job  daily  drinker,  he  would  begin  to 
experience  withdrawal  symptoms  if  dry  on  the  weekend.  He  reported  ’ 
that  his  weekend  drinking  was  mainly  to  avoid  withdrawal.  \ 
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p Examples  of  self-statements  developed  by  Mr.  D.  are:  “I  know  the 
g results  of  drinking.  How  foolish  I would  be  (to  give  in  to  the 
P desire)”;  “Em  trying  to  do  my  best—  I’m  not  going  to  worry  about  what 
he  says”;  and,  “If  this  job  becomes  too  much  of  a hassle,  I can  always 
find  another.” 

At  the  time  of  writing  this  paper  Mr.  D.  has  been  completely  abstinent 
for  nine-and-one-half  months  and  has  been  holding  a full-time  job  for 
over  six  months.  He  reports  that  he  made  frequent  use  of  the  self-state- 
ments  in  the  first  few  weeks  after  treatment,  when  the  desire  to  drink 
was  strong,  and  that  now  he  generates  them  spontaneously  when 
needed.  He  also  reports  that  he  feels  much  less  sensitive  to  criticism  on 
the  job. 

Case  2 

Mrs.  S.W.  is  a 48-year-old  housewife,  widowed,  with  five  children,  and  a 
Grade  12  education.  At  the  time  of  treatment,  she  had  been  a binge 
drinker  for  over  five  years.  She  stayed  at  our  unit  for  a period  of  a 
month  and  a half.  Prior  to  admission  she  had  received  treatment  for  her 
alcohol  problem  from  a private  physician  and  from  an  alcoholic  inpa- 
tient unit. 

Mrs.  W.  received  six  one-hour  sessions,  distributed  over  a two-week 
period.  She  identified  12  drinking  episodes,  six  of  which  she  completed 
as  homework  assignments.  From  these  identifications  three  problem 
areas  were  abstracted:  social  demands;  loss  of  a significant  other;  and 
doubts  about  her  ability  to  handle  alcohol. 

A number  of  Mrs.  W.’s  identifications  related  to  the  expectations  and 
demands  placed  on  her  by  other  people.  For  two  years  her  husband  was 
chronically  ill.  She  spent  long  hours  caring  for  him  and  as  well  had  to 
cope  with  the  demands  of  five  children  and  an  assertive  mother-in-law. 
She  reported  that  “things  got  too  much”  and  she  would,  at  such  times, 
go  on  a binge.  When  Mrs.  W’s  husband  died,  she  became  depressed, 
lonely,  and  self-pitying.  Attempts  on  the  part  of  children  and  friends  to 
cheer  her  up  were  aversive  to  her  (“These  people  are  only  trying  to 
make  me  happy,  but  they  can’t  bring  him  back”),  and  would  elicit  a 
drinking  episode.  The  third  area  of  concern  was  related  to  events  which 
created  doubts  about  her  ability  to  handle  alcohol  (e.g.  her  son  saying 
in  an  emphatic  way,  “Ah!  I know  you’ll  start  to  drink  again,”  and  at 
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Christmas  time,  when  all  her  friends  are  having  a drink,  her  thinking, 
“Why  shouldn’t  I have  some  fun,  too?”). 

Examples  of  self-statements  developed  by  Mrs.  W.  are  “John  is  being  a 
nuisance.  I’ll  just  tell  him  I’m  tired.  We’ll  talk  later”;  “I’m  feeling 
lonely  right  now.  But  I’m  not  the  only  person  in  the  world  who  is 
lonely.  I won’t  feel  so  lonely  if  I babysit  my  grandchild”;  “I  don’t  have 
to  prove  to  anybody  I can  handle  alcohol,  including  myself’;  “I  don’t 
have  to  drink  to  enjoy  myself.” 

Mrs.  W.  left  the  house  to  return  to  her  family.  She  reports  total  absti- 
nence for  over  six  months. 

Cases 

Mr.  S.M.  is  a 40-year-old  male,  single,  with  a Grade  9 education,  and 
three  years  of  trade  school  as  a machinist.  At  the  time  of  treatment,  he 
had  been  drinking  heavily  for  1 1 years.  He  reported  that  most  of  the 
time  he  drank  alone  and  that  he  would  drink  continually  for  two  weeks 
and  then  remain  sober  for  two  or  three  months.  He  had  a 10-month 
period  of  sobriety  which  he  attributed  to  an  interesting  job  and  a feel- 
ing of  commitment  to  a lease  on  his  apartment.  Before  applying  to  our 
unit  he  had  been  hospitalized  twice  for  alcoholism,  for  six  and  four- 
month  periods.  At  these  times  he  received  chemotherapy  and  group 
and  recreational  therapy.  When  he  was  first  admitted  to  our  unit  he 
received  relaxation  therapy.  He  was  discharged  three  months  later  for 
drinking.  He  was  readmitted  15  months  later  and  received  reappraisal 
therapy. 

The  client  received  six  one-hour  sessions  distributed  over  a two-week 
period.  He  identified  18  drinking  episodes,  17  of  which  he  completed  as 
homework  assignments.  From  these  identifications  two  problem  areas 
were  abstracted:  inability  to  express  anger  in  stressful  social  situations; 
and  guilty  feelings  about  not  responding  financially  to  his  family. 
When  Mr.  M.  perceived  others  (room-mates,  neighbors,  fellow- 
workers,  and  close  friends)  as  abusive  of  him— by  taking  his  belong- 
ings or  money  or  by  accusing  him  unjustly  of  unethical  actions  such  as 
stealing  — he  would  feel  extremely  angry  and  anxious,  and  would  react 
by  withdrawal  from  the  situation  and  drinking.  Usual  interpretations 

were,  “He  figures  me  to  be  sucker  and  stupid”;  “This is  being 

unfair.”  Instead  of  expressing  his  anger  or  doing  something  in  the 


situation,  he  would  think  of  alcohol  as  a means  for  coping,  e.g.  “Since  I 
cannot  talk  sensibly  to  this  guy.  I’ll  drink  to  calm  my  nerves”;  “This 
man  is  calling  me  a thief.  I better  have  some  drinks  so  I can  go  back  to 
the  shop  and  talk  to  him  in  the  foreman’s  presence.” 

Although  he  thought  drinking  would  help,  he  reported  that  as  he  drank 
his  anger  would  increase.  Difficulties  with  room-mates  and  neighbors 
were  solved  by  Mr.  M.  moving  from  his  place  of  residence.  After  each 
drinking  bout  he  would  lose  his  job  because  of  shame.  The  fact  that  Mr. 
M.  had  approximately  10  years  without  contacting  or  providing  finan- 
cial assistance  to  his  family  in  Europe  would  create  feelings  of  sadness 
and  guilt  which  he  would  attempt  to  decrease  by  drinking. 

Examples  of  self-statements  developed  by  Mr.  M.  are  “Fm  at  the  point 
of  making  a mistake.  How  else  can  I think  or  what  else  can  I do”; 
“Being  angry  is  not  going  to  hurt  me.  I don’t  have  to  drink”;  “From 
past  experience  I know  that  drinking  is  not  going  to  help  me  in  this 
situation”;  “Calm  down,  take  it  easy.” 

Mr.  M.  is  still  a resident  in  the  house  and  has  remained  abstinent  to 
date. 

An  Adjunct  to  Other  Therapy 

The  reappraisal  procedures  outlined  in  this  article  are  intended  to  be 
viewed  neither  as  forming  the  basis  of  a universal  therapy  nor  as  ex- 
clusive of  other  therapeutic  techniques.  They  are  likely  to  prove  most 
useful  to  clients  who  experience  difficulty  in  bringing  drinking  tenden- 
cies under  control.  They  are  seen  ideally  as  forming  an  adjunct  to  other 
forms  of  therapy.  The  identification  procedure,  for  example,  may  be 
used  not  only  as  a technique  for  identifying  areas  of  vulnerability,  but 
also  to  pinpoint  behavioral  deficits.  In  the  case  of  Mr.  S.M.,  analysis  of 
his  identifications  indicated  that  a major  area  of  difficulty  was  assertion. 
As  a result,  referral  was  made  to  another  counselor  for  assertiveness 
training. 

The  reappraisal  procedures  bear  some  resemblance  to  existing 
therapies.  The  concept  of  “faulty  appraisals”  is  similar  in  some  respects 
to  psychologist  Albert  Ellis’  concept  of  “irrational  idea.”  Ellis’  concept, 
however,  seems  to  be  restricted  to  the  notion  of  mistaken  beliefs  about 
the  way  things  should,  be.  “Faulty  appraisals”  include  not  only  the  idea 
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that  the  individual’s  thinking  may  be  based  on  inaccurate  assumptions, 
but  also  that  it  may  fail  to  take  into  consideration  a lot  of  relevant  infor- 
mation. 

^ Another  approach  with  some  overlap  to  the  one  outlined  in  this  article 

!is  that  of  D.H.  Meichenbaum  who  has  used  self-statements  to  control 
impulsivity,  schizophrenic  behavior,  and  phobic  reactions.  However, 
Meichenbaum’s  use  of  self-statements  differs  from  ours  in  two 
respects.  Meichenbaum  has  incorporated  self-statements  into  existing 
therapeutic  techniques  (systematic  desensitization,  modeling,  aversive 
conditioning  and  aversion  relief)  rather  than  developing  the  technique 
into  an  independent  self-control  strategy.  Also,  his  use  of  self-state- 
ments has  been  restricted  primarily  to  the  role  of  self-direction  of  overt 
behavior  whereas,  in  the  present  therapy,  self-statements  are  used  to 
redirect  cognitions  as  well  as  guide  new  actions. 

Although,  in  our  experience,  the  reappraisal  strategy  presented  here 
has  been  a useful  one  thus  far,  no  strong  claims  of  efficacy  are  made  at 
this  time.  Assessment  of  the  technique  is  planned  as  part  of  a treatment 
package  in  an  alcoholic  halfway  house.  Outcome  comparisons  will  be 
made  among  applications  of  the  technique  in  individual  and  group  for- 
mat and  no-treatment  controls. 
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In  the  Winter  ’74  issue  of  Addictions  we  ran  an  article  by  psy-  | 
chologists  Mark  and  Linda  Sobell  which  detailed  the  success  they  had 
had  in  teaching  some  gamma  alcoholics  how  to  control  their  drinking. 

. 

The  response  was— well,  active.  While  many  realized  the  Sobells  were 
not  advocating  that  every  recovered  alcoholic  uncork  a bottle,  many 
others  vehemently  protested  that  reports  of  even  one  recovered 
alcoholic  indulging  in  a drink  would  undermine  the  tenacity  of  all 
those  struggling  to  stay  abstinent.  The  Foundation’s  branch  offices 
across  Ontario  received  letters  and  phone  calls  from  concerned  people. 
There  was  even  a protest  march  launched  on  one  A.R.F.  centre  by  an- 
gry  members  of  the  local  Alcoholics  Anonymous. 

The  following  letter  to  the  editor  reflects  the  general  dimensions  of  the  -p 
concern  expressed  by  these  protesters.  Normally  such  correspondence 
appears  in  Open  End  but  this  particular  one  was  too  irresistable  to  cut. 


19 


The  Editor,  Addictions 
c/o  A.R.F.,  33  Russell  Street 
Toronto,  Ontario 

Dear  Madam: 

Thank  you  for  your  article  that  offered  an  alternative  to 
abstinence.  As  soon  as  I read  that  a vast  majority  of  the 
members  of  the  Sobells'  test  group  of  20  gamma  alcoholics 
had  achieved  successful  controlled  drinking,  I realized  I was 
at  last  free.  I want  to  report  that,  since  reading  your  article,  I 
too,  have,  after  years  of  abstinence,  returned  to  controlled 
drinking.  At  first  I was  at  somewhat  of  a loss  to  know  just 
where  to  begin,  so  I decided  to  stick  to  the  six  ounces  a day 
that  some  experts  have  arbitrarily  selected  as  a limit  for 
controlled  drinking. 

The  first  day  of  my  new  life  began  with  a couple  of  martinis 
for  lunch— I mean,  with  lunch.  There  was  no  problem 
whatsoever.  I returned  to  my  office,  and,  realizing  that  I had 
only  had  four  of  the  permissible  six,  I stopped  at  a 
conveniently  located  liquor  store  to  pick  up  a mickey,  just  so 
that  I could  have  my  remaining  ration  if  I felt  like  it. 

I must  comment  on  what  Tve  been  missing  all  these  years. 
Are  the  liquor  stores  ever  fancy  nowadays!  No  more  slips  to 
sign,  everything  out  in  the  open,  self-serve — remember  how 
the  LCBO  always  made  you  feel  a little  guilty  about  even 
going  into  one  of  their  shops?  Well,  all  that  has  changed.  It 
was  a real  pleasure  to  do  business  with  them,  so,  instead  of 
just  a mickey,  I bought  about  a gallon-and-a-half  of  this  and 
that.  They  still  want  cash  though— haven't  they  thought  of 
Chargex?  And  another  thing:  there  are  a lot  more  stores  than 
there  used  to  be.  That's  a great  help  during  periods  when 
your  license  is  under  suspension.  But,  of  course,  that  is  only  a 
problem  for  the  drunks,  not  for  us  controlled  drinkers. 

Now,  the  Sobells,  in  their  articles,  did  not  define  what  they 
meant  by  successful  controlled  drinking,  but  from  the  general 
thrust  of  the  article,  your  manner  of  editing  it,  and  the 
subsequent  interpretations  that  have  been  put  on  it  by  the 
media  (for  instance,  our  local  radio  station  said  you'd  proved 
that  alcoholics  don't  need  to  go  to  AA  anymore),  it's  clear  that 
one  should  take  a broad,  a large  view,  and  not  be  narrow,  or 
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fall  into  the  trap  of  insisting  on  pettifogging  details.  There 
certainly  wasn't  much  of  that  kind  of  nonsense  in  the  article. 
The  point  is,  we  can  all  return  to  controlled  drinking  and  a 
vast  majority  of  us  drunks— I mean  alcoholics— can  begin  to 
live  again.  Your  article  made  me  realize  how  miserable  and 
empty  the  past  years  of  sobriety  have  been,  as  though  life'had 
been  drained  of  something  crucial  when  we  drained  the  last 
bottle. 

Anyway,  to  resume  my  narrative— by  the  way,  I hope  you 
don't  mind  my  sending  you  what  really,  I suppose,  amounts 
to  nothing  more  than  an  anecdote— the  Sobells  made  it  clear 
they  don't  like  that  approach  to  serious  scientific  matters, 
although  I thought  a couple  of  their  anecdotes  (like  the  one 
about  the  obstinate  doctor)  were  real  dandies.  Anyway,  I got 
back  to  the  office  with  my  supplies,  and  I felt  great.  Just  like  a 
new  man.  I had  no  craving  to  drink  whatsoever.  I had  two 
more  ounces  coming  to  me  and  it  was  a matter  of  complete 
indifference  to  me  whether  I had  them  then  or  later.  What  the 
hell.  I had  $50  worth  of  booze  stashed  away. 

You  really  have  a point  there  about  the  stigma  that  attaches  to 
the  alcoholic  who  tries  to  return  to  controlled  drinking.  So  I 


carefully  distributed  my  loot  around  all  the  old  hiding  places, 
not  because  I didn't  want  anybody  to  know,  but  because 
there  is  so  little  understanding  for  us  controlled  drinkers. 
There  it  all  was:  in  the  bottom  drawer,  in  the  back  of  the 
toilet,  in  all  the  old  familiar  places.  And  I want  to  lodge  a 
complaint  right  here  about  the  way  drunks  are  tolerated  in 
business  and  industry  these  days:  someone  else  had  also 
apparently  been  using  the  back  of  the  toilet  in  the  men's 
room  because,  when  I went  back  to  get  the  crock  i'd  left 
there,  it  was  gone.  Now  anybody  who'd  do  a thing  like  that 
should  be  removed  from  his  job  and  sent  somewhere  for 
treatment. 

It  was  a fairly  slow  afternoon  so  I decided  that,  since  things 
had  gone  so  well.  I'd  just  open  one  of  my  little  bottles  of 
goodies  and  have  one  more  ounce.  That  way,  there'd  still  be 
another  drink  left  in  the  day's  ration  for  when  I got  home.  As  I 
was  sitting  there,  sipping  my  drink  like  a perfect  gentleman 
(with  the  door  locked,  as  I was  still  taking  precautions  against 
all  that  misunderstanding  the  Sobells  warned  about)  I must 
say  it  was  a bit  of  a shock  to  think  about  taking  the  booze 
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home.  You  see,  I know  all  about  the  misunderstanding  of 
which  your  speak.  It  was  my  wife,  with  the  help  of  the  family 
court  judge,  who  forced  me  into  a life  of  abstinence  in  the 
first  place.  Those  people  weren't  like  you  and  the  Sobells  at 
all.  They  had  no  understanding  whatsoever  of  my  problem.  I 
faced  an  ultimatum:  quit  drinking  or  lose  your  wife  and 
family.  And  they  hit  me  with  that  at  a time  when  my  life  was 
already  in  considerable  disorder.  I was  deeply  in  debt,  and 
unemployed  as  the  result  of  more  misunderstandings  with  a 
completely  unreasonable  boss.  And  they  all  had  the  same 
idea.  "Quit  drinking."  Quit  drinking  to  get  your  job  back. 
Quit  drinking  to  get  your  wife  back.  Boy,  they  really  socked  it 
to  me. 

So  you  see  my  immediate  problem.  There  I was,  in  the  office, 
all  set  to  embark  on  a wonderful  new  way  of  life,  and  what 
was  going  to  happen  when  I got  home?  You  have  no  idea 
how  narrow  and  unreceptive  to  new  ideas  that  woman  is. 


When  I showed  her  your  article,  she  laughed  and  laughed.  My 
wife  is  a real  wise  guy.  She  had  a college  education,  and  she's 
never  let  me  forget  it.  She  talked  all  kinds  of  jargon  about  the 
scientific  method,  statistically  significant  numbers,  the  failure 
to  supply  a bibliography  of  the  more  than  60  experiments 
that  proved  that  guys  like  me  really  could  drink  all  along.  She 
said  the  data  given  in  the  article  did  not  indicate  enough 
about  the  experiments  to  permit  their  evaluation,  and  that  it 
wasn't  really  a scientific  paper  at  all,  but  a lot  of  personal  and 
emotional  opinions  gussied  up  to  look  like  a serious  paper. 
Like  a wolf  in  sheep's  clothing. 

Well,  there's  a lot  of  guys  like  me  who  don't  have  a fancy 
degree  in  psychology.  But  I know  what  words  like  "vast 
majority"  mean,  and  I know  your  magazine  would  never  print 
anything  that  pretended  to  be  really  scientific  if  it  wasn't,  so  I 
knew  I was  doing  the  right  thing.  The  trouble  was,  that 
afternoon  at  the  office  I realized  that  I didn't  have  a problem 
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with  drinking,  but  I had  a helluva  problem  with  my  wife.  You 
know,  right  there  and  then  it  seemed  to  be  just  like  the  old 
days  again. 

I realized  that  I would  have  to  introduce  the  idea  of  this  new 
life  gradually,  so  I decided  not  to  take  the  booze  home  that 
first  day.  Since  I had  one  more  ounce  coming  to  me, 
however,  I figured  I might  as  well  have  it  at  the  office.  I didn't 
have  a jigger  there  with  me  but  I've  got  a good  eye  for 
judging  these  things.  So  I poured  out  what  looked  to  me  like 
not  more  than  one  ounce,  and  sat  there  nibbling  thoughtfully 
on  it  while  I tried  to  decide  the  best  way  to  break  this  good 
news  to  the  old  lady. 

My  mind  ran  back  over  all  those  years  of  sobriety.  I got 
madder  and  madder  as  I thought  of  what  she,  and  her  lawyer 
and  the  judge,  and  all  those  other  busy  bodies  had  done  to 
me.  And  my  boss,  telling  me  I couldn't  have  my  job  back 
unless  I quit  drinking. 

My  drink  was  finished,  but  it  occurred  to  me  that  six  ounces 
was  surely  meant  as  an  average  figure  and,  after  15  years  on 
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the  wagon,  I could  afford  to  credit  myself  with  a little  back- 
time,  so  to  speak.  So  I poured  another. 

Just  then  my  secretary  phoned  to  tell  me  the  boss  wanted  to 
see  me  right  away.  He  has  come  to  realize  over  the  years  that 
he  was  wrong  about  me,  and  he  now  relies  quite  heavily  on 
my  judgment.  The  damned  old  pest  calls  me  every  day  to 
make  his  decisions  for  him.  I told  the  girl  to  tell  him  I was 
busy.  She  said  it  was  urgent,  so  I had  to  go  to  see  him. 

Still  mindful  of  your  injunction  to  be  careful  and  avoid  the 
stigma  of  the  controlled  drinker  alcoholic,  I grabbed  up  some 
peppermints  and  went  to  see  him.  It  was  important  all  right. 
Everything  had  gone  wrong  on  our  biggest  deal,  and  he 
wanted  me  to  go  to  Toronto  right  away.  What  a break.  The 
problem  of  facing  a showdown  with  my  wife  was  at  least 
postponed  and,  by  the  time  I got  back  from  Toronto,  Td  have 
a track  record  to  show  her  how  you  were  right  and  they  were 
all  wrong. 

I went  directly  to  the  airport.  I didn't  bother  to  go  home  to 
pack  a bag.  You  know  how  it  is  with  us  important  executives. 
I knew  I could  buy  pyjamas  and  a razor  and  all  that  stuff  at  the 
hotel  when  I got  there.  I just  made  one  stop  on  the  way— at  a 
conveniently  located  liquor  store.  You'd  think  they'd  have 
them  in  the  airports,  wouldn't  you? 

Well,  I want  you  to  know  that  everything  has  been  going  fine, 
and  I have  had  a highly  successful  return  to  controlled 
drinking.  There  is  one  thing  you  sure  are  right  about,  though, 
and  that  is  those  misunderstandings  that  you  warned  about. 
That  business  with  the  stewardess  on  the  airplane,  for 
instance,  was  a complete  misunderstanding  from  start  to 
finish.  I can  explain  it  all,  but  as  it  would  be  a lot  simpler  for  all 
concerned  if  my  wife  didn't  get  to  hear  about  it,  I won't  go 
into  it  now. 

I still  don't  know  why  they  gave  me  such  a hard  time  at  the 
car  rental  booth  at  the  Toronto  airport— I guess  it's  just  typical 
Toronto  treatment.  They  certainly  weren't  friendly  like  the 
girls  in  Vancouver.  Anyway,  I got  the  car,  but  I was  quite 
upset  that  they  seemed  to  think  Td  had  too  much  to  drink  to 
be  entitled  to  rent  one  of  their  lousy  cars.  So,  before  I left  the 
airport,  I went  into  the  men's  room  and  had  just  a couple  of 
teensy-weensy  controlled  drinks. 


26 


There's  probably  a lot  more  to  this  story  but  Tm  not,  as  I said, 
a man  to  be  bogged  down  in  details,  and  the  fact  is,  I don't 
pay  much  attention  to  them.  To  such  an  extent,  indeed,  that  I 
often  don't  remember  them  at  all.  That's  why  I can't  tell  you 
very  much  about  how  I got  where  I am,  but  Td  sure  appreci- 
ate it  if  you'd  send  somebody  down  to  the  Don  jail  right 
away  to  explain  to  them  that  Tm  a controlled  drinker  and 
would  never  punch  a policeman  in  the  eye,  especially  right 
after  a collision  on  the  Gardiner  Expressway. 

Yours  very  truly, 

Doorly  L.  Myers 
North  Bay,  Ontario 
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Early  this  past  summer,  I saw  a newspaper  clipping  reporting  a rather 
bizarre  incident  at  a high  school  in  Guelph,  Ontario.  Apparently, 
teachers  had  become  so  upset  about  their  students  returning  drunk 
from  lunch  on  their  last  day  of  school  (as  had  been  occurring  in  the 
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past  few  years),  that  they  shuffled  the  afternoon  classes  so  as  not  to 
force  the  youngsters  to  return  after  their  visit  to  a tavern. 

It  was  a routine  news  report,  received  a modest  two-column  headline, 
and  went  on  to  oblivion.  To  some  readers,  I suppose  it  was  mildly 
interesting,  to  others,  a bit  of  a joke.  And  that  was  that.  Except  that  the 
incident  was  not  really  as  rare  as  we  might  believe. 

I As  the  final  report  of  the  LeDain  Commission  states: 

' “. . . There  must  be  very  few  people  who  do  not  use  some  psychotropic  drug  for 

non-medical  reasons.  The  general  climate,  therefore,  is  not  one  of  moral 
condemnation  of  the  use  of  drugs  for  mood-modifying  purposes,  but  rather 
one  of  acceptance  of  such  use.  ” 

The  report  goes  on  to  say: 

I ‘7/  is  unrealistic  to  expect  the  majority  of  people  to  give  up  non-medical  drug 
use  altogether.  But  it  is  feasible  to  attempt  to  persuade  people  to  reduce  their 
overall  use  in  order  to  reduce  harmful  use,  and  to  set  a better  climate  of 
example  for  young  people.  ” 

It  is  this  apparent  dichotomy  between  use  and  abuse  that  causes  so 
much  anguish  when  we  try  to  define  practical  policies  concerning 
alcohol  use. 

It  is  part  of  a trend  which  reflects  youth’s  growing  fascination  with  the 
most  popular  of  all  psychoactive  drugs,  a trend  which  was  sharply 
accelerated  by  the  lowering  of  the  legal  drinking  age.  Young  people  are 
drinking  more,  and  they  are  drinking  more  often.  But  equally 
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distressing  is  the  fact  that  they  are  doing  so  with  the  full  blessing  of  a 
society  that  perceives  alcohol  as  a necessity. 

A Growing  Cynicism 

Abuse  of  alcohol  is  the  greatest  drug  problem  our  society  faces.  Yet 
alcohol  is  a drug  which  we  obviously  value,  and  in  which  most 
individuals  believe  they  find  more  benefit  than  they  do  harm. 

I concur  with  the  LeDain  report  that  there  is  no  way  we  would  consider 
returning  to  policies  of  total  abstinence  as  we  tried  in  the  1920s.  But  I 
wonder  if  we  have  not  been  unwise  in  letting  that  experience —as  ill- 
conceived  as  some  may  believe  it  was— propel  us  so  far  in  the  other 
direction?  One  of  the  legacies  of  that  very  unpopular  action  was  not 
only  an  abhorrence  of  prohibition,  but  a growing  cynicism  about 
government’s  role  in  regulating  or  restricting  the  availability  of  alcohol. 

To  the  Left  of  Government 

I believe  we  have  over-reacted  and  gone  too  far  in  rejecting  the  use  of 
government  policies  designed  to  limit  the  availability  of  potentially 
dangerous  drugs  such  as  alcohol.  I believe  there  is  immense  risk  in 
letting  marketplace  supply  and  demand  be  the  sole  factors  determining 
availability  and  distribution  of  alcohol. 

I In  the  making  of  the  drug  abuser— whatever  that  drug  is— there  are 
three  interrelated  components:  the  substance;  the  person  who  uses 
that  substance;  and  the  environment  in  which  the  person  uses  it.  Any 
policy  that  fails  to  concentrate  on  all  of  these  components  will  achieve 
little. 
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When  this  society  turned  its  back  on  control  mechanisms,  and  1 
embraced  policies  of  greater  and  greater  liberalization,  it  did  so  at  an  ^ 
enormous  price— in  terms  of  dollars  as  well  as  human  suffering.  And  if 
we  continue,  unremittingly,  toward  policies  of  saturation,  that  price  is  1 
bound  to  inflate. 

What  Price  Freedom? 

The  Alcoholism  Foundation  of  British  Columbia  has  estimated  that 
alcohol  misuse  costs  Canadian  industry  $1  million  per  working  day— 
that  is  $250  million  annually.  At  the  Addiction  Research  Foundation 
we  estimated,  as  far  back  as  1971,  that  Ontario  was  spending  at  least 
$134  million  per  year  for  alcohol-related  illness  and  disruption,  through 
hospital  costs,  the  mental  health  system,  the  Family  Benefits  Act,  and 
the  children’s  aid  societies.  If  this  figure  were  projected  across  Canada, 
it  would  amount  to  $375  million,  and  that  would  not  even  include  the 
costs  of  physicians’  fees  and  municipal  welfare  payments. 

A report  submitted  last  August  to  the  Ontario  provincial  secretary  for 
justice,  by  the  Interministerial  Committee  on  Drinking  and  Driving, 
estimated  that  the  annual  dollar  costs  of  alcohol-involved  collisions  ran 
to  $130  million  in  this  province  alone. 

If  we  projected  this  across  Canada,  we  would  see  the  costs' of  collisions 
soar  to  $350  million  annually.  Just  these  costs  alone— industrial, 
health,  and  traffic— add  up  to  one  billion  dollars  annually  for  Canada, 
and  there  are  many  others  such  as  those  related  to  the  criminal  justice 
system,  fires,  and  accidents  other  than  those  involving  motor  vehicles 
that  remain  to  be  tallied. 
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Last  summer,  the  Second  Special  Report  to  the  United  States  Congress 
on  Alcohol  and  Health  estimated  that  alcohol-related  problems  cost 
that  country  over  $25  billion  in  terms  of  the  value  of  output  or 
production  that  must  be  foregone  by  society  because  of  alcohol  misuse 
and  alcoholism.  If  the  Canadian  estimate  can  be  indexed  at  10  percent 
of  the  American,  then  the  total  dollar  costs  of  alcohol-related  problems 
here  could  be  as  high  as  $2.5  billion. 


The  Effect  on  Health 

In  1973,  more  than  2,500  Canadians  died  of  liver  cirrhosis.  In  Ontario 
in  1972,  there  were  921  deaths  from  the  disease  and  A.R.F.  scientists 
estimate  that  60  percent  of  liver  cirrhosis  deaths  in  the  province  are 
attributable  to  heavy  alcohol  consumption.  In  countries  where  the  rate 
of  alcoholism  is  even  higher,  the  number  of  deaths  from  the  disease  is 
that  much  greater.  In  France  and  Chile,  for  example,  both  of  which 
have  high  alcohol  consumption,  almost  90  percent  of  liver  cirrhosis 
deaths  are  attributable  to  this  drug. 


Between  1965  and  1972,  cirrhosis  deaths  in  Ontario  increased  by  79 
percent  and  cirrhosis  is  expected  to  be  the  fourth  leading  cause  of 
I death  (among  males  between  the  ages  of  35  and  50)  in  the  next  10 
I years.  As  cirrhosis  has  always  been  intricately  related  to  alcoholism,  it 
I has  been  perceived  as  the  alcoholic’s  disease.  But  now  we  see  many 
I diverse  forms  in  which  alcoholic  illness  manifests  itself. 


Heavy  use  of  alcohol  has  been  implicated  in  the  development  of 
certain  cancers,  especially  of  the  upper  digestive  and  respiratory 
systems.  In  studies  done  by  the  A.R.F.,  we  found  that  16  percent  of 
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deaths  due  to  the  combined  group  of  cancers  of  the  mouth,  larynx, 
pharynx,  and  esophagus  occurred  among  alcoholics  or  persons  with  a 
history  of  heavy  alcohol  use.  In  a follow-up  of  more  than  6,000 
individuals  treated  between  1951  and  1963,  we  found  cancer  of  the 
mouth,  pharynx,  and  larynx  five  times  more  frequent  among  alcoholics 
than  the  general  population. 

We  have  also  found  that  deaths  from  pneumonia  are  three  times  more 
prevalent  among  alcoholic  men  than  among  the  general  population, 
and  seven  times  more  prevalent  among  alcoholic  women. 

There  is  mounting  evidence  of  a causal  link  between  alcohol  use  and 
cardiomyopathy,  hypertension,  and  certain  other  cardiovascular  disea- 
ses. 

There  is  also  a link  between  alcohol  use  and  peptic  ulcers  and  gastritis, 
both  acute  and  chronic,  and  studies  in  Japan  and  Norway  are  giving 
strong  indication  of  a link  between  heavy  alcohol  use  and  premature 
death  from  pancreatic  cancer. 

As  for  sudden  death  from  accident,  we  have  heard  many  times  that 
alcohol  is  involved  in  over  50  percent  of  deaths  due  to  traffic  mishaps 
in  Canada.  But  what  is  not  as  widely  publicized  is  the  deep  involvement 
of  alcohol  in  non-motor  vehicle  accidents.  For  example:  Statistics 
Canada  reports  the  use  of  alcohol  has  been  implicated  in  42  percent  of 
drownings  caused  by  boating  misadventures  and  28  percent  of  drown- 
ing by  swimming.  This  is  a staggering  figure  considering  that  between 
1968  and  1972  there  were  6,500  drownings  in  Canada. 


In  1972,  alcoholic  psychosis  and  alcoholism  accounted  for  over  17 
percent  (over  9,000)  of  the  first  admissions,  and  16  percent  of 
readmissions,  to  psychiatric  wards  and  institutions  in  the  countny.  Of 
these  admissions  92  percent  were  diagnosed  as  “alcoholism”  (which 
includes  episodic  excessive  drinking,  habitual  excessive  drinking,  and 
alcohol  addiction).  The  others  are  classified  as  “alcoholic  psychosis,” 
which  would  include  delirium  tremens,  paranoia,  and  hallucinations. 

A Neglected  Priority 

There  is  one  phenomenon  that  only  now  is  starting  to  come  clearly  into 
focus  as  a major  priority,  one  which  has  been  tragically  neglected 
throughout  the  social  development  of  this  country— the  health  status 
of  our  native  people.  We  don’t  yet  have  precise  statistics  but  we  do 
know  that  the  use  of  alcohol  is  causing  enormous  problems  within 
these  groups  in  the  more  remote  areas  of  the  country. 
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Heavy  drinking  is  described  by  the  Union  of  British  Columbia  Indian 
Chiefs  as  “epidemic”  in  proportion.  It  has  been  estimated  that  the  life  i 

expectancy  of  native  heavy  drinkers  is  30  to  40  years  less  than  the  1 

national  average,  that  the  accidental  death  rate  is  four  times  greater, 

I and  the  suicide  rate  three  times  greater  than  the  rate  among  non-native 
populations.  Any  way  we  interpret  these  data  and  these  observations,  ' 
j we  must  come  to  one  common  conclusion:  that  from  this  society’s 
I growing  dependence  on  alcohol  use  has  emerged  a public  health 
problem  of  the  highest  priority.  if 

In  terms  of  costs  to  the  health  care  system,  in  terms  of  personal  agony 
and  suffering,  there  is  no  question  that  the  public  health  of  this  society 
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is  endangered  by  abuse  of  alcohol.  The  first  reaction  of  many  people  to 
such  a comment  and  the  preceding  statistics  is  often  guarded.  After  all, 
it  is  largely  the  heavy  drinker  and  the  alcoholic— a minority— who  has 
to  worry.  Sure,  we  should  do  whatever  possible  to  minimize  the  impact 
of  alcohol  on  this  group.  But  once  we  provide  the  appropriate  treatment 
facilities,  what  has  alcoholism  got  to  do  with  the  rest  of  us,  with  the  way 
we  live  our  lives? 

A Concern  for  All 

There  are  many  who  would  have  you  believe  that  the  alcoholic  is  an 
individual  apart,  that  the  problem  drinker  is  a social  aberration  whose 
drinking  style  is  unaffected  and  uninfluenced  by  the  actions  of  those 
around  him.  They  say  that  the  “vulnerable”  drinker  would  become  and 
remain  an  alcoholic  regardless  of  the  sanctions  society  imposed  on  the 
use  of  his  favorite  beverage. 

It’s  an  argument  that  may  be  convenient,  that  may  provide  the  escape 
hatch  we  need  to  dissociate  ourselves  from  any  responsibility  in  the 
making  of  an  alcoholic.  But  the  argument  is  a fallacy— and  it  has  been 
proven  a fallacy  time  and  time  again. 

How  often  do  we  hear  phrases  such  as:  “Alcohol  is  not  the  cause  of 
alcoholism,”  or  “Alcoholism  is  not  found  in  the  bottle,  it  is  found  in 
the  man?”  Proponents  of  such  cliches  argue,  often  very  effectively, 
that  if  alcohol  was  the  chief  culprit  in  the  genesis  of  alcoholism,  it 
would  not  make  sense  for  90  percent  of  the  people  who  do  drink  not  to 
suffer  any  ill  effects.  They  say  there  is  some  “thing”  within  certain 
people  that  makes  them  vulnerable  to  this  chemical,  that  it  simply 
“doesn’t  agree  with  them.” 
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One  can  argue  that  line,  pro  or  con,  for  a long  time,  but  I don’t  really 
think  it  matters  how  it  is  finally  concluded  because  the  argument  is 
irrelevant.  I have  yet  to  hear  a definition  of  alcoholism  that  does  not 
involve,  in  some  way,  a confluence  of  man  and  beverage,  and  that 
really  is  the  point.  Whether  alcohol  is  the  precipitant  component  in  an 
individual’s  alcoholism  or  not,  without  the  drug  there  could  not  be  an 
“alcoholic.”  The  truth  is  that  each  one  of  us,  by  attitude  and  by 
behavior,  contribute  to  the  milieu  in  which  the  heavy  drinker  lives  and 
functions.  This  is  not  a new  concept:  John  Donne,  when  talking  about 
“no  man  being  an  island,”  simply  added  grace  and  strength  to  an  old 
idea. 

Immense  Environmental  Pressure 

We  have  seen  time  and  time  again  that  a nation  with  a low  per  capita 
consumption  of  alcohol  has  a low  prevalence  of  heavy  users,  while  a 
nation  where  alcohol  is  used  widely  and  in  which  per  capita 
consumption  is  high  has  a proportionately  higher  rate  of  alcohol- 
related  disease  and  death. 

The  fact  remains,  that  there  is  a continuum  between  low  risk  and  high 
risk  drinking,  with  no  clear  demarcation  between  the  two.  The 
alcoholic  is  not  an  individual  apart.  He  is  very  much  “a  piece  of  the 
continent,  a part  of  the  main.”  It  is  not  difficult  to  push  a low  risk 
drinker  into  a high  risk  pattern  given  the  immense  environmental 
pressures  available  to  us. 

When  government  lowered  the  legal  drinking  age.  from  21  to  18  in 
Ontario,  it  was  felt  by  many  that  the  major  consequence  of  that  act 
would  be  to  bring  out  in  the  open  a subgroup  of  people  who  were 
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drinking  anyway.  After  all,  how  difficult  was  it  for  an  18  or  19-year-old 
to  go  into  a liquor  store  and  pass  himself  off  as  a 21 -year-old? 

But  what  has  occurred,  according  to  evidence  we  have,  as  a result  of  the 
lowering  of  the  drinking  age  and  as  a consequence  of  more  liberal 
attitudes  to  alcohol,  has  been  more  than  “legitimizing  the  inevitable.” 
It  appears  that  these  actions  have  themselves  fed  into  and  stimulated 
greater  public  acceptance  of  alcohol  in  situations  where  it  was 
I previously  not  a factor. 

Drinking  Age  Dilemma 

Since  the  lowering  of  the  drinking  age,  we  have  been  able  to  document 
a significant  increase  in  on-premise  drinking  by  young  people, 
substantial  evidence  of  increased  absenteeism  and  alcohol-related 
problems  in  school,  and  we  have  seen  significantly  more  young  drivers 
I being  involved  and  killed  in  traffic  accidents.  The  carnage  can  be 
I directly  related  to  their  drinking,  not  to  heightened  police  sensitivity  or 
across-the-board  increases  in  the  numbers  driving. 

In  the  city  of  London,  Ontario,  in  the  year  immediately  following  the 
age  law  changes,  alcohol-related  collisions  among  the  18  to  20-year- 
olds  increased  174  percent.  Among  24-year-olds,  whose  records  were 
used  as  controls,  alcohol-related  collisions  increased  33  percent.  The 
total  increase  in  incidence  of  collision  cases  in  which  the  driver  had 
been  drinking  was  most  prominent  among  the  18-year-olds  (300 
percent)  and  among  the  19-year-olds  (348  percent). 

In  terms  of  alcohol-related  health  problems,  the  Foundation’s  treat- 


ment  personnel  report  a five-fold  increase  of  young  people  (under  21)  ' 
coming  in  for  treatment  services,  and  a four-fold  increase  in  under  21- 
year-olds  referred  for  detoxication. 

Now  certainly,  lowering  the  drinking  age  was  not  the  only  stimulus  to 
these  dramatic  increases.  In  recent  years,  even  before  that  change,  we 
had  seen  drinking  patterns  developing  at  younger  and  younger  ages.  : 
But  we  cannot  neglect  the  fact  that  lowering  of  the  drinking  age  was  a 
deliberate,  legislated  act,  one  that  was  felt  to  be  socially  acceptable  at  | 
the  time,  and  one  whose  consequences  are  readily  subject  to  scientific  | 
scrutiny. 

A Worldwide  Trend 

Too  often,  we  look  at  these  various  trends  and  we  see  them  as  separate  ; 
issues:  young  people  drinking  more,  and  drinking  more  often;  heavy  I 
drinkers  turning  up  with  greater  varieties  of  pathology;  native  | 
populations  decimated  by  their  abuse  of  alcohol;  drinking  drivers 
killing  themselves  and  others  with  greater  frequency. 

But  they  are  not  really  separate  issues,  they  are  not  confined  to  Ontario,  i 
or  Canada.  The  trend  to  alcohol  saturation  is  a worldwide  phenomenon  I 
and  as  such  it  becomes  even  more  difficult  for  us  to  control  our  own  ; 
destiny— even  if  we  had  the  will  to  do  so. 

The  production  of  pure  alcohol,  as  it  is  contained  in  the  various 
beverage  forms,  jumped  from  65  million  litres  (14.3  million  gallons)  in  ; 
1960  to  85  million  litres  (18.7  million  gallons)  in  1968— that  is  I 
throughout  the  world.  ! 
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In  33  countries  listed  in  one  survey  covering  1950  to  1970,  average  per 
capita  consumption  rose  in  all  but  four  of  them  (France,  Cuba,  Cyprus, 
and  Israel  showing  the  only  reduction). 


On  another  scale  of  49  countries,  calibrated  for  the  year  1971,  per  capita 
alcohol  consumption  in  Canada  ranked  16th  from  the  highest, 
considerably  below  France  and  Italy  but  above  the  United  States,  the 
U.K.,  Sweden,  Japan,  the  USSR,  and  many  others. 


According  to  new  figures  released  by  Statistics  Canada,  sales  of  all 
alcoholic  beverages  increased  11.2  percent  in  fiscal  1973-74  compared 
to  fiscal  1972-73.  Spirit  consumptions  increased  the  most,  jumping  by 
1 1.7  percent,  compared  to  a 7.5  percent  increase  for  wine  and  a 5.3  per- 
cent increase  for  beer.  In  dollar  terms,  Canadians  spent  $263  million 
more  on  alcohol  than  in  1972-73. 


During  1973-74,  the  people  of  Ontario  spent  $478  million  on  spirits, 
$105  million  on  wine  and  $382  million  on  beer,  making  them  the  big- 
gest consumers  in  the  country. 


Inevitable  Consequences 

Since  80  percent  of  Ontario  adults  already  drink  some  alcohol,  and 
since  10  to  15  percent  of  these  individuals  drink  to  the  point  of  risking 
health  damage,  if  we  allow  an  increase  in  overall  consumption  we  must 
clearly  face  two  inevitable  consequences:  people  who  do  not  now 
drink,  must  start  drinking;  people  who  now  drink,  must  drink  more.  In 
either  case,  greater  numbers  of  people  become  vulnerable  to  destruc- 
tive drinking  styles. 
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Unless  we  are  prepared  to  tolerate  a broad  assault  on  our  health  status  I 
through  this  kind  of  accelerated  drinking,  I believe  we  have  no  option 
but  to  dig  in  our  heels.  And  I am  not  just  talking  about  discouraging  | 
drinking  among  subgroups —such  as  those  who  are  already  problem  j 
drinkers,  or  young  people,  or  native  peoples — but  among  all  the  diverse  ' 
groups  which  make  up  our  society,  and  which  influence  the  overall 
attitudes  and  sanctions  of  the  mainstream. 

If  by  our  customs  we  characterize  non-drinkers  as  oddities,  if  by  i 
rejecting  an  alcoholic  drink  we  are  considered  antisocial,  if  robust 
drinking  is  equated  with  strength  and  manliness,  if  we  refuse  a voice  to 
those  groups  who  would  seek  to  counterbalance  the  immense  strength 
of  the  merchandisers  of  alcohol,  if  we  fail  to  provide  socially-acceptable 
alternatives  to  drinking,  then  how  can  we  expect  individuals,  standing  ^ 
alone,  to  exercise  their  “better  judgment?”  ! 

Education  Important  but. . . 

It  would  take  extraordinary  personal  strength  to  counter  all  of  these  I 
social  forces,  despite  all  the  education  programs  we  may  devise.  As  the  [ 
LeDain  report  noted:  “Wisdom  does  not  automatically  flow  from  the 
provision  of  ample  and  accurate  information,  important  as  such 
information  is — ” 


Let  me  emphasize,  “important  as  such  information  is.”  In  recent  | 
months,  the  Ministry  of  Health  of  Ontario,  supported  by  the  resources  |i 
of  the  A.R.F.,  mounted  a public  education  campaign  to  provide  t 
information  about  the  possible  consequences  of  alcohol  abuse,  and  to  [ 
get  people  thinking  about  the  options  they  might  exercise  when  faced  ^ 
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by  this  society’s  mounting  pressures  to  consume  more  and  more 
alcohol.  That  was  a critical  initiative  and  is  an  essential  first  step 
towards  modifying  those  attitudes  that  have  given  alcohol  such  a social 
prominence  today.  But  it  cannot  end  there. 

One  of  the  most  common  misconceptions  about  public  attitudes  is  that 
our  contemporary  society  demands  unceasing  liberalization  of  the 
regulations  that  control  alcohol  use.  Social  policy  makers  are  constantly 
I being  exhorted  by  our  media  to  adopt  more  “civilized”  laws  with 
' respect  to  where  and  under  what  conditions  people  be  allowed  to  drink. 
But,  in  fact,  when  we  analyze  these  attitudes— as  we  did  in  a recent 
series  of  studies*  conducted  by  the  A.R.F.— we  find  a somewhat 
different  interpretation. 

The  research  shows  that  a majority  of  respondents  favor  a restriction 
I on  sales  to  alcoholics,  that  they  reject  increasing  the  number  of  taverns 
and  licensed  restaurants,  that  most  want  no  increase  in  the  number  of 
liquor  outlets  or  in  their  hours  of  sale,  and  that  a majority  reject 
expanding  the  number  of  self-service  liquor  stores. 

Even  more  encouraging  was  the  fact  that  the  respondents  accepted  the 
validity  of  such  controls  on  the  basis  of  public  health  grounds.  The 


* The  Foundation’s  evaluation  studies  department  polled  1,000  Ontario  residents  for  its 
Social  Policy  and  Alcohol  Use  Survey.  Results  will  be  published,  in  book  form,  in  1976. 


survey  was  even  able  to  conclude  that  if  the  control  of  beverage  prices 
could  be  seen  by  the  public  as  a health-related  measure,  many  of  those 
who  want  government  to  maintain  current  prices  or  reduce  them  might 
be  persuaded  to  change  their  views.  I believe  such  findings,  if  they  are 
a true  reflection  of  what  our  society  thinks,  are  exceedingly  important 
as  we  contemplate  the  various  control  measures  available  to  us. 

What  Are  the  Options? 

The  fundamental  point  of  any  program  that  seeks  to  resolve  the 
problem  of  addiction— whether  it  be  to  heroin,  barbiturates,  alcohol,  or 
other  drugs— is  that  it  concentrates  on  suppressing  supply  as  well  as 
demand.  Pushing  ahead  with  programs  of  preventive  education,  and 
continuing  to  pump  money  into  treatment  and  rehabilitative  facilities 
while  permitting  alcohol  not  only  to  be  so  freely  available  but  to  be 
promoted  as  a social  necessity,  is  an  unbalanced  policy.  It  is  just  as 
unbalanced  as  trying  to  coerce  Turkey  to  limit  the  growing  of  opium, 
while  doing  little  to  curb  the  conditions  under  which  heroin  use 
flourishes  in  North  American  cities.  It  suggests  that  by  cutting  off  one 
source  of  supply,  the  resourceful  drug  trade  entrepreneur  will  pack  in 
his  network  and  find  other  employment. 

Now  I don’t  mean  that  we  should  prohibit  the  use  of  alcohol  as  we  have 
prohibited  the  use  of  heroin.  But  let’s  not  be  so  vehement  in  rejecting 
the  possibility  that  certain  types  of  controls,  developed  in  concert  with  a 
public  recognition  of  the  need  for  some  controls,  might  in  fact  prove  very  | 
effective. 
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There  are  many  types  of  control  options  available:  We  can  control  the  | 
number  and  types  of  outlets  as  well  as  the  days  and  hours  of  sale.  We  I 
can  control  the  age  at  which  alcohol  is  bought  and  consumed.  We  can  ] 
certainly  regulate  the  means  by  which  alcoholic  beverages  are  ij 
advertised  and  marketed,  and  we  can  manipulate  the  level  of  taxation  i 
which  reflects  on  the  overall  cost  of  alcohol  in  the  marketplace.  | 

Could  we  not,  for  example,  establish  a moratorium  on  any  further 
relaxation  of  alcohol  control  measures,  until  we  know  more  clearly 
what  these  measures  are  likely  to  entail  in  terms  of  public  health?  If  we 
had  applied  this  public  health  criterion  a couple  of  years  ago,  I wonder 
if  our  legislative  policy  makers  would  have  been  so  enthusiastic  about 
lowering  the  legal  drinking  age? 

A Premium  on  Good  Health 

I believe  the  public  is  becoming  increasingly  sensitive  to  the  value  of 
health— not  just  the  absence  of  disease,  but  the  feeling  of  goad  health, 
the  desire  to  live  life  more  fully.  What  we  must  do  is  continue  to  project 
good  health  as  a negotiable  factor,  one  for  which  individuals  are  willing, 
even  anxious  to  pay.  Regardless  of  what  the  ultimate  choice  is,  it  is 
going  to  cost. 

In  contemplating  the  kind  of  world  I want  for  my  children,  I see 
freedom  of  choice  as  indispensable.  I want  to  feel  that  they  will  be  free 
to  use  their  better  judgment,  that  they  will  not  be  coerced  by 
deliberate,  overt,  or  subliminal  forces  whose  only  interest  is  self  in- 
terest. And  above  all,  I don’t  want  them  to  put  a bargain-basement 
price  tag  on  so  deluxe  a commodity  as  their  own  health. 
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ILLUSTRATIONS  BY  WALTER  STEFOFF 
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by  Richard  Wilmot 


To  traditionally  rehabilitate  someone  means  to  turn  him  or  her  into  a 
system  supportive  game  player.  As  long  as  he  fulfills  his  stereotypified 
institutionalized  role  expectations  (S.I.R.E.),  particularly  as  these  ex- 
pectations apply  to  his  occupational  performance,  he  is  rehabilitated.  It 
does  not  matter  whether  or  not  he  continues  with  his  deviant  activity 
on  a covert  basis,  whether  or  not  he  is  happy  or  feels  self-fullfilled.  If  a 
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man  gets  a job,  holds  that  job,  is  punctual,  works  efficiently,  and  dis- 
turbs no  one  else,  he  is  considered  “cured.” 

Adjusting  to  the  Status  Quo 

Rehabilitation  has  meant  returning  “independently  functioning”  in- 
dividuals to  society.  This  connotes  two  things.  First,  that  the  individual 
has  been  segregated  from  participating  in  such  major  social  institutions 
of  the  society  as  work,  family,  and  education,  and  secondly,  that  the  in- 
dividual, through  the  process  of  being  segregated,  has  adjusted  in  such 
a way  so  as  to  again  participate  in  those  social  institutions. 

The  term  “adjustment”  is  crucial  to  traditional  rehabilitation  en- 
terprises. When  one  adjusts,  one  adjusts  to  something.  In  this  case  that 
something  is  the  “system” —those  major  economic,  religious,  political, 
and  social  institutions  which  monitor,  regulate,  and  control  social 
behavior.  The  aim  of  rehabilitation  as  it  is  regarded  today  is  to  produce 
“well-adjusted”  individuals.  Well-adjusted,  that  is,  to  those  major  social 
institutions,  well-adjusted  to  the  status  quo. 

Up  until  the  last  20  years,  persons  to  be  rehabilitated  were  segregated 
from  the  rest  of  society  within  “total  institution”  environments  such  as 
prisons,  psychiatric  hospitals,  and  “special  care  homes.”  I,t  was  even- 
tually recognized  that  the  individual  placed  in  a total  institution  adjusts 
to  the  abnormal  environment  of  the  institution  rather  than  adjusting  to 
the  reality  of  the  larger  society.  In  effect,  rehabilitation  institutions 
such  as  psychiatric  hospitals  and  prisons  became  warehouses  where  de- 
viant members  of  society  were  stored  until  their  eventual  and  inevita- 
ble demise. 

Coping  with  Contemporary  Life 

For  the  last  20  years  there  has  been  a continued  elfort  on  the  part  of 
professionals  in  the  social  sciences  to  reassess  the  rehabilitation  en- 
terprise, to  change  its  locus  from  segregated  warehousing  to  a more 
community-oriented  “treatment”  approach.  An  attempt  has  been 
made  to  rehabilitate  the  person  while  he  still  resides  in  the  community. 
Thus  the  person’s  adjustment  is  more  in  line  with  the  community  in 
which  he  lives. 

It  is  acknowledged  by  rehabilitation  counselors  that  the  approach  is  far 
from  perfect.  A popular  catch  phrase  now  used  in  rehabilitation  work  is 
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“coping  with  the  stresses  and  strains  of  contemporary  life.”  The 
rehabilitated  individual  handles  these  “stresses  and  strains”  by  res- 
ponding in  an  appropriate  manner. 


The  word  “appropriate”  is  a key  word  in  the  adjustment  process.  In- 
dividual behavior  must  be  appropriate  in  relation  to  some  arbitrary 
. standard  and  that  standard  can  be  found  in  the  status  quo,  in  system 
supportive  behavior. 


' There  seems  to  be  a paradox  here.  Individuals  commit  deviant  acts  in 
response  to  system  strains  and  stresses  yet  the  stated  outcome  of 
rehabilitation  is  to  plug  them  back  into  the  same  system,  thereby  per- 
' petuating  it.  The  rehabilitation  enterprise,  regardless  of  its  change  from 
a highly-structured,  restrictive,  regimented,  “total  institution”  ap- 
proach to  a more  humane,  less  rigid,  more  flexible,  community- 
oriented  approach,  continues  to  conform  to  its  stereotypical  image  as 
an  endeavor  which  perpetuates  the  status  quo.  In  this  sense  the  locus  of 
I activity  has  changed  but  the  activity  itself,  the  focus,  remains  the  same. 

Less  Flamboyant  Deviation 

This  fact  is  obvious  when  one  assesses  the  performance  of  a successful 
rehabilitation  counselor  (who  is  defined  here  in  terms  of  the  number  of 
clients  he  or  she  has  worked  with  who  are  “functioning  indepen- 
dently,” i.e.  who  are  working).  Successful  rehabilitation  workers 
emphasize  the  manipulative  aspects  of  their  counseling  when  asked  to 
. explain  their  success.  In  effect,  they  teach  their  clients  how  to  “work 
the  system.” 

To  accomplish  this  purpose,  the  counselor  first  reveals  to  the  client 
how  the  system  operates.  He  then  explains  how  system  rules  may  be 
covertly  flaunted  in  such  a way  so  as  to  benefit  the  client  without  bring- 
I ing  about  adverse  social  disapproval.  The  counselor  may,  for  example, 
suggest  a change  in  the  client’s  demographic  background  so  he  can 
I ,•  meet  certain  standard  criteria  for  receiving  aid.  By  knowingly  changing 
I a birthdate  or  altering  a previous  work  record  the  counselor  knows  that 
|v  a bureaucratic  administrative  mandate  will  be  fulfilled,  at  least  on 
paper,  and  the  client  will  then  be  an  eligible  recipient  of  aid. 

The  counselor  may  go  further  by  suggesting  other  informal  methods  of 
I working  the  system,  and  in  so  doing  become,  instead  of  a “disin- 
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terested  professional,”  more  of  a friend  and  confidant.  In  this  relation- 
ship, the  client  becomes  more  susceptible  to  the  values,  attitudes,  and 
viewpoints  of  the  counselor,  whom  he  regards  admiringly  for  the 
ability  to  manipulate  the  system  while  maintaining  a formalized, 
respectable  front.  The  client  continues  his  deviant  activity  but,  by  the 
counselor’s  example,  in  a much  less  flamboyant,  much  more  covert 
manner. 

Becoming  Respectable 

In  either  case,  however,  whether  it  be  through  conformity  (plugging 
the  client  back  into  the  system  through  “constructive  coercion”)  or 
through  working  the  system,  the  result  is  still  the  same— system  main- 
tenance. If  an  alcoholic,  for  example,  returns  to  work  and  remains 
abstinent  for  the  rest  of  his  life,  or  returns  to  work  because  he  has 
learned  how  to  control  his  drinking  in  order  to  get  through  the  day,  the 
fact  that  he  is  working  renders  him  rehabilitated. 

In  and  of  itself  this  may  sound  ideal.  After  all,  the  traditional  goal  of 
rehabilitation  is  to  return  independently  functioning  individuals  to 
society,  and  if  a person  is  working  he  is  financially  independent  in  the 
sense  that  he  is  not  on  the  public  dole.  By  working,  however,  he  is 
maintaining  the  system  as  it  is.  He  is  working  for  wages  to  be  used  to 
purchase  consumer  goods  which  represent  “personal  growth  toward 
rehabilitation,”  e.g.  new  clothes,  car,  housing,  furniture,  etc.  In  turn 
these  consumer  items  are  used  to  win  friends  and  particularly  to  attract 
members  of  the  opposite  sex— with  the  prospect  of  marriage,  family, 
sending  children  to  school,  going  to  church.  In  effect,  becoming  a 
respectable  citizen. 

Put-on  Consensus 

An  alternative  to  viewing  rehabilitation  as  a return  to  independent 
functioning  is  to  regard  it  as  a learning  experience  for  the  client,  and 
the  client  as  a potential  social  change  agent.  For  example,  to  ask  a resi- 
dent of  a recovery  home  for  alcoholics,  “What’s  wrong  with  drinking?” 
or  to  ask  a convicted  pedophiliac,  “What’s  wrong  with  molesting 
children?”  is  considered  by  many  rehabilitation  workers  as  tantamount 
to  giving  a pyromaniac  a match.  Yet  the  asking  of  these  questions  is  es- 
sential for  any  substantial  change  to  take  place  internally,  within  the 
individual.  Without  questioning  the  taken -for-granted  assumptions 
that  underlie  socially  labelled  deviant  activity— e.g.  alcohol  and  other 
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drug  addiction,  sexual  perversion,  or  criminality —one  will  never  fully 
know  whether  the  client  believes  the  acts  themselves  are  inherently 
wrong  or  harmful  both  to  self  and  others. 

The  assumption  constantly  made  by  many  rehabilitation  workers  is 
that  social  deviants  share  their  own  definition  of  the  deviant  activity. 
For  example,  it  is  generally  believed  by  many  counselors  that  drug  ad- 
dicts recognize  the  harmful  effects  of  their  addiction  but  cannot  control 
their  behavior.  They  are  helplessly  addicted.  They  need  treatment. 
Their  behavior  is  out  of  their  own  control,  and  they  need  the  control  of 
others.  However,  deviants  may  not,  and  in  general  do  not,  share  the 
same  opinions,  beliefs,  attitudes,  knowledge,  or  morality  of  rehabilita- 
tion workers.  Although,  that  they  do  may  seem  to  be  the  case  when 
they  seek  help.  In  many  cases,  the  compatibility  of  ideology  that  exists 
between  client  and  counselor  is  mimed.  Consensus  becomes  a put 
on.  The  client  conforms  to  the  expectations  of  the  counselor  solely  to 
get  his  own  immediate  needs  satisfied.  Rehabilitation  is  another  matter. 
The  client  dramatizes  consensus.  The  rehabilitation  counselor  assumes 
consensus.  In  either  case,  there  is  no  communication  because  there  is 
no  common  definition. 

Sickness  at  the  Right  Price 

It  is  this  lack  of  common  definition  that  illuminates  the  major  paradox 
in  the  medical  treatment  model  approach  to  rehabilitation.  That  is:  if 
I deviance  is  defined  as  an  illness  why  is  it  that  patient-clients  display  so 
I much  resistance  to  recovery?  The  answer  seems  to  be  in  the  differing 
! definitional  components  that  make  up  the  situation.  Deviants  in  this 
I case  do  not  define  themselves  as  sick,  but  will  do  so  if  the  price  is  right, 

I that  is,  if  they  can  work  the  system  for  their  own  ends.  The  question  of 
I rehabilitation  then  becomes  one  of  how  to  end  the  game,  how  to  break 
I through  the  pretence  and  collusion. 

It  seems  the  most  effective  way  this  can  be  accomplished  is  by  setting 
the  goal  of  rehabilitation  as  one  which  produces  social  change  agents 
I and  ultimately  social  change.  Social  change  can  occur  when  the  person 
I to  be  rehabilitated  is  not  allowed  to  remain  a passive  object  giving 
token  compliance  when  called  upon  to  do  so.  Rather,  he  should 
become  an  active  investigator  intimately  concerned  with  the  etiology 
and  phenomenology  of  his  own  behavior.  The  client  should  be  allowed 
to  feel  that  he  is  a fellow  scientist  investigating  the  origin  and  causes  of 
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his  own  behavior.  Then  the  frequently  expressed  cliche,  “self 
knowledge,”  espoused  by  many  rehabilitation  agencies,  will  gain  new 
meaning. 

The  Client  as  Resource  Person 

Setting  the  goal  of  social  change  for  rehabilitation  agencies  would  re- 
quire a radical  change  in  the  traditional  role  of  counselors.  No  longer 
could  they  see  themselves  as  guardians  of  normalcy,  as  guiding  lights  to 
what  is  right  and  what  is  wrong.  They  would  have  to  seek  with  the 
client  the  “right  path”  to  follow. 

This  intensely  personal  and  intimate  exploration  requires  two  essential 
components.  The  stratified  status  diiferentials  between  client  and 
counselor  must  be  completely  abated.  The  client  must  become  a co- 
equal investigator,  and  client  and  counselor  must  see  themselves  as 
resource  persons  to  each  other  rather  than  having  this  role  solely  oc- 
cupied by  the  counselor. 

Becoming  an  agent  of  social  change  also  requires  a deep  probing  into 
previously  unquestioned  beliefs.  Beliefs  will  continue  to  remain  un- 
questioned if  they  are  never  challenged.  This  is  as  much  true  for  the 
counselor  as  it  is  for  the  client.  The  contemporary  assumption  by 
rehabilitation  workers  that  the  client  shares  the  same  beliefs  as  those  of 
the  counselor,  but  has  great  difficulty  articulating  them  in  his  everyday 
life,  is  one  which  needs  radical  reappraisal.  To  ask  an  alcoholic,  for  ex- 
ample, “What’s  wrong  with  getting  drunk,”  and  convey  that  question 
in  a way  that  denotes  sincerity  and  openness  can  invite  the  alcoholic  to 
reflect  upon  his  deviance  with  the  same  sincerity.  “Do  I really  feel  that 
getting  drunk  is  wrong?  If  I do,  why  do  I?” 

It  is  this  type  of  analytical  investigation  which  is  necessary  for  genuine 
rehabilitation  to  take  place,  that  is,  rehabilitation  which  promotes  a 
radical  change  from  within  the  individual.  Rehabilitation,  to  be  effec- 
tive, must  produce  a change  in  attitudes,  a change  within  the  client’s 
mind.  Total  rehabilitation  requires  the  replacement  of  external  controls 
(police,  courts,  prison,  locked  hospital  wards)  with  conscious  internal 
control. 

Need  for  Internal  Control 

The  development  of  internal  control  does  not  grow  with  aversive  con- 
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ditioning,  penance,  or  punishment.  Nor  does  it  seem  that  it  develops 
from  manipulating  the  S.I.R.E.  or  working  the  system.  Internal  control 
must  spring  from  basic  belief.  (“It  is  wrong  to  murder.”  “It  is  harmful 
to  abuse  alcohol.”)  Belief,  in  turn,  stems  from  intensive  heuristic  self- 
examination  which,  for  the  most  parts,  is  not  now  part  of  the  rehabilita- 
tion effort. 

At  present,  the  majority  of  rehabilitation  efforts,  both  private  (e.g.  AA, 
Synanon,  Narcanon)  and  public,  tend  to  be  most  concerned  that  their 
clients  learn  organizational  dogma. 

Only  when  a major  effort  is  made  to  redefine  the  role  of  the  rehabilita- 
tion client  as  a co-equal  investigator-facilitator  will  the  rehabilitation 
enterprise  make  a major  progressive  step  toward  creating  a society 
where  rehabilitation  itself  is  no  longer  necessary. 
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^Behaviorist 


Although  they  were  born  in  the  same  era— the  1930s— Alcoholics 
Anonymous  and  the  behavioral  approach  to  psychology  have  been 
uneasy  bedfellows  for  the  past  40  years.  Much  has  been  made  of  the 
differences  between  theoretical  issues  in  the  approaches  to  treatment 
used  by  the  two  movements.  And  in  the  barrage  of  indictments,  mis- 
conceptions have  flourished  and  areas  of  agreement  have  been  over- 
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looked.  The  potential  exists,  however,  for  tremendous  benefits  to  be 
gained  through  cooperation,  consideration,  and  shared  knowledge. 

Both  Alcoholics  Anonymous  and  behavioral  psychologists  are  engaged 
in  campaigns  to  correct  public  misconceptions.  Unfortunately,  the 
strategies  selected  by  each  camp  are  counterproductive  to  the  other’s 
campaign. 

Many  organizations,  of  which  AA  is  one,  are  promoting  the  idea  that 
alcoholism  is  a disease.  They  have  chosen  this  strategy  for  several 
reasons.  The  disease  concept  replaces  the  antiquated  idea  that  an 
alcoholic  is  simply  a self-indulgent,  immoral  person.  It  also  helps  peo- 
ple accept  that  someone  may  have  a serious  problem  which  requires 
professional  attention  and  treatment.  Finally,  the  disease  model  helps 
break  that  unfortunate  misconception  that  all  bums  are  alcoholics  and 
therefore  all  alcoholics  are  bums.  This  last  function  of  the  disease 
model  is  important,  not  only  because  the  public  needs  to  be  better  in- 
formed about  the  enormous  incidence  of  alcoholism  in  our  society,  but 
also  because  the  way  a recovering  alcoholic  views  the  problem  deter- 
mines his  or  her  acceptance  of  further  treatment  to  a larger  degree  than 
may  now  be  recognized.  In  many  ways,  then,  the  disease  model  fills  a 
need  to  correct  some  glaring  and  crippling  public  misconceptions  con- 
cerning alcoholism. 

A Questionable  Gift  Horse 

Perhaps  we  should  not  look  a gift  horse  in  the  mouth.  However,  there 
are  some  valid  issues  raised  by  behaviorists  concerning  a disease 
model.  Behaviorists  tend  to  equate  the  word  “disease”  with  what,  for 
them,  has  come  to  be  known  as  the  “medical  model.”  They  define  psy- 
chology as  the  study  of  behavior,  although  in  years  past,  many  would 
have  defined  it  as  the  study  of  the  “mind.”  Many  laymen  today  are  not 
aware  of  this  very  important  shift  of  emphasis  away  from  studying  the 
“psyche”  to  observing  how  people  behave. 

There  are  other  barriers  to  communication  that  behaviorists  share  with 
other  professionals.  Unfortunately,  many  laymen  have  not  been  taught 
to  distinguish  carefully  enough  between  the  services  offered  by  those 
with  the  title  “doctor.”  Often  the  terms  psychologist  and  psychiatrist 
are  confused,  an  error  tantamount  to  confusing  AA  with  the  Women’s 
Christian  Temperance  Union.  Psychologists,  especially  behavioral  psy- 
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Alcoholics  Anonymous  calls  them  the  12  steps. 
Behavioral  psychologists  refer  to  successive  approx- 
imations. In  both  cases  the  point  is  to  break  desired 
behavior  into  fragments  which  gradually  lead  to  the 
behavior  goal. 
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chologists,  are  struggling  to  establish  a separate  public  identity.  They 
are  shying  away  from  things  “mental”  and  things  “medical.” 

Beyond  the  problem  of  professional  identity,  behaviorists  are  leery  of  J 
the  medical  model  because  they  have  observed  that  many  behavioral  j 
problems  they  have  to  deal  with  including  those  stemming  from  ' 
alcoholism  do  not  fit  a disease  model  well.  For  many  people  the  word 
disease  implies  that  there  is  a germ  or  infection  causing  the  problem,  or 
else  there  is  something  wrong  with  the  normal  functioning  of  the  body.  ' 
There  is  no  conclusive  evidence  that  any  such  biological  cause  exists  ' | 
for  many  behavioral  problems  and  neither  is  there  conclusive  evidence  ! 
for  similar  etiology  in  alcoholism.  Behaviorists,  as  scientists,  do  not  like 
to  speculate  beyond  the  available  data.  ^ I 

i 

This  connotation  of  something  medical  engenders  another  problem.  If  | 
we  are  told  we  have  a medical  disease,  some  of  our  expectations  might  I 
be:  1)  that  there  is  some  pill  that  will  treat  or  cure  the  illness;  2)  that  we  1 
should  go  home  and  rest  and  simply  wait  until  we  get  better;  3)  that  1 
people  will  sympathize  with  us,  take  care  of  us,  and  make  us  better,  j 
unless;  4)  ours  is  a hopeless  case  and  we  must  stay  in  a hospital  for  the  j 
rest  of  our  lives  or  suffer  with  the  disease  until  we  die  an  early  death.  In  i 
short,  all  of  these  expectations  imply  a passive  role  for  the  person  who  ,| 
is  supposed  to  be  diseased.  Obviously,  some  of  these  expectations  are  \ 
definitely  undesirable  for  the  alcoholic  because  they  do  not  prepare  the  I 
individual  to  take  an  active  part  in  treatment.  i 

Unfortunate  Misconception 

Another  barrier  preventing  discourse  between  the  behavioral  school  ^ 
and  Alcoholics  Anonymous  is  that  too  many  behaviorists  (and  other  i 
professionals,  as  well)  suffer  from  the  delusion  that  AA  promotes  a | 
great,  inflexible,  single-minded  philosophy  forcing  all  would-be  mem-  | 
bers  to  conform  to  its  ideals.  This  misconception  stems  only  . from  lack 
of  familiarity  with  a variety  of  AA  groups.  Although  there  is  a great  ^ 
deal  of  consistency  within  AA,  this  is  really  not  enforced.  The  only 
binding  structure  is  the  12  Steps,  a sequence  of  acts  which,  if  followed,  j 
will  lead  the  individual  to  a new  life  of  sobriety,  and  the  12  Traditions,  a 5 
set  of  rules  aimed  at  preserving  the  AA  organization  as  an'indepen-  ] 
dent,  non-profit,  easily  accessible  service.  In  fact,  tradition  number 
nine  specifies  that  AA  as  such  ought  not  to  be  organized.  As  in  any 
organization,  there  are  those  who  dogmatically  interpret  the  ■ 
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guidelines;  however,  there  is  ample  flexibility  in  the  12  traditions  of 
AA.  Unfortunately,  the  same  lack  of  organization  which  prevents  AA 
from  becoming  a bureaucratic  institution  does  not  provide  any  way  of 
keeping  rein  on  individual  members  who  become  over-zealous,  almost 
as  if  addicted  to  12th  step  activity  (which  requires  the  recovering 
alcoholic  to  carry  the  AA  message  to  other  alcoholics).  Since  these 
zealots  are  more  active  than  others,  the  only  contact  many  people  may 
have  with  AA  is  through  such  a person.  All  too  often,  personal  views 
get  mixed  with  those  of  AA  as  a whole,  creating  a great  deal  of  confu- 
sion. 

Compatible  Techniques 

Although  Alcoholics  Anonymous  was  not  designed  by  behavioral 
scientists,  some  of  its  aspects  are  very  similar  to  or  are  consistent  with 
their  theraputic  techniques.  For  instance,  one  basic  underlying  princi- 
ple of  behavioral  psychology  is  to  break  required  behavior  into  small 
steps  called  successive  approximations.  This  calls  to  mind  the  12  steps 
of  AA.  A closer  look  at  the  12  steps  shows  rhore  similarities  between 
the  approach  of  AA  and  behaviorist  practices.  Steps  four  through  10 
ask  the  alcoholics  to  assess  themselves  and  their  actions  towards  others 
and  to  make  a list  of  people  to  whom  they  need  to  “make  amends.”  If 
the  alcoholic  is  working  closely  with  a sponsor  as  prescribed,  the  spon- 
sor would  ask  how  the  alcoholic  is  progressing  and  encourage  and  rein- 
force progress  through  these  steps.  This  procedure  is  not  unlike  a 
method  used  by  many  behaviorists  called  behavioral  contracting. 
Further,  evidence  is  accumulating  that  suggests  alcoholics  tend  to  be 
more  likely  to  relapse  under  novel  situations  or  in  the  face  of  interper- 
sonal conflicts.  Therefore,  many  behaviorists  working  with  alcoholics 
are  turning  to  assertiveness  training,  a form  of  therapy  which  teaches 
alcoholics  to  make  new  responses  in  the  face  of  interpersonal  conflicts. 
From  a behavioral  point  of  view  then,  if  an  alcoholic  were  closely  and 
correctly  supported  by  his  sponsor,  steps  four  through  10  would  seem 
to  be  very  important. 

This  brings  up  another  very  fine  aspect  of  AA  which,  from  a behavioral 
point  of  view,  is  essential  for  long-term  changes  in  behavior.  By  assign- 
ing a sponsor  to  each  alcoholic  and  by  involving  the  family  through 
Alanon  and  Alateen,  a dramatic  change  can  be  made  in  the  social  en- 
vironment of  the  alcoholic.  Much  social  approval  can  be  made  con- 
tingent upon  appropriate  behavior  leading  to  sobriety.  In  other  words, 
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For  those  whose  drinking  functions  to  relieve  stress, 
the  relaxed  and  meditative  aspects  of  religion  may  be  a 
valuable  alternative.  AA  members  make  "a  decision  to 
turn  our  will  and  our  lives  over  to  the  care  of  God  as  we 
understand  Him."  Many  behavioral  psychologists  ad- 
vocate religious  activities  or  meditation  as  a substitute 
for  alcohol  and  other  drug  abuse. 


important  people  in  the  alcoholic’s  life  can  be  involved  in  paying  atten- 
tion to  an  alcoholic  when  he  or  she  is  sober  instead  of  only  when 
drunk.  Often  there  are  many  persons  who  encourage  the  alcoholic  to 
drink  and  few  who  compliment  him  on  his  sobriety.  Behavior 
therapists  have  done  a lot  of  research  on  training  parents,  teachers,  and 
nurses  to  get  involved  in  therapy.  Surprisingly,  very  little  behavioral 
research  has  been  done  to  date  on  what  are  appropriate  behavioral 
responses  of  the  family  members  of  an  alcoholic.  Behaviorists  should 
probably  visit  a few  good  Alanon  programs— undoubtedly  there  would 
be  much  to  learn  there. 

Rerouting  Social  Reinforcements 

The  scientific  study  of  behavior  in  laboratories  has  generated  some  in- 
teresting facts.  One  observation  has  been  that  whenever  we  want  to 
eliminate  a given  behavior,  we  can  do  so  more  easily  if  we  substitute  an 
alternative  and  incompatible  behavior.  One  of  the  main  goals  of 
Alcoholics  Anonymous  is  to  help  alcoholics  eliminate  drinking 
behavior.  There  are  several  ways  in  which  an  alcoholic  is  encouraged  to 
engage  in  or  given  an  opportunity  to  engage  in  alternatives  to  drinking 
which  provide  him  with  many  of  the  same  reinforcers  or  rewards  that 
drinking  once  did. 

For  many  people,  the  bar  is  the  centre  of  their  social  life;  if  they  stop 
drinking,  they  are  losing  a lot  of  social  reinforcement.  One  thing  AA 
provides  for  these  people  and  for  those  whose  drinking  is  a response  to 
interpersonal  conflict  is  a source  of  personal  friendships,  a place  to  go 
and  be  with  people  with  whom  they  have  something  in  common,  with 
whom  they  can  discuss  problems  and  perhaps,  through  discussion, 
generate  some  more  meaningful  solutions. 

Finally,  there  is  the  religious  aspect  of  AA.  From  a behavioral  point  of 
view,  this  could  be  a very  excellent  alternative  behavior  to  drinking. 
Some  behaviorists  have,  in  fact,  advocated  religious  activities  or 
meditation  as  a substitute  for  alcohol  and  drug  abuse.  There  is  ac- 
cumulating evidence  that  when  persons  are  engaged  in  certain 
religious  acts,  biological  activity— especially  brain  activity— indicates 
that  the  person  is  in  an  unusual  state  of  rest,  relaxation,  and  freedom 
from  anxiety.  For  someone  whose  drinking  functioned  to  relieve 
stress,  religious  activity  may  indeed  be  a valuable  alternative  to  drink- 
ing. 
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A note  of  caution  is  in  order  concerning  alternative  activities,  however. 
It  has  been  observed  that  recovering  alcoholics  will  often  become  over- 
zealous  in  attending  A A meetings,  or  doing  12th  step  work  or  practis- 
ing religion.  We  must  be  careful  not  to  encourage  abuse  in  these  ac- 
tivities even  though  they  may  seem  less  harmful  than  drinking. 

A common  practice  at  AA  meetings  is  for  members  to  get  up  before  the 
group  and  “tell  their  story,”  relate  their  experience  with  alcohol  and 
why  they  decided  to  quit  drinking.  These  have  sometimes  been  refer- 
red to  as  “drunk-alogs.”  At  times  these  procedures  may  function  much 
like  two  commonly-used  practices  in  behavior  therapy;  modeling  and 
covert  sensitization.  Dr.  Donald  Baer  at  the  University  of  Kansas  has 
done  considerable  work  on  the  phenomenon  of  imitation  and  has  dem- 
onstrated that  much  behavioral  change  occurs  through  imitating 
modeled  behavior.  When  an  alcoholic  gets  up  and  explains  how  and 
why  he  quit  drinking,  one  function  he  may  be  serving  is  to  set  an  ex- 
ample for  others. 

The  value  of  telling  his  story  in  public  may  serve  to  help  the  alcoholic 
accept  himself  as  an  alcoholic  (i.e.  desensitization)  but  there  may  be 
another  way  this  experience  can  be  of  value.  Psychologist  J.  R.  Cautela 
coined  the  term  covert  sensitization  for  a process  using  thoughts  or  im- 
agined situations  to  condition  oneself.  In  covert  sensitization  an  in- 
dividual is  asked  to  imagine  himself  doing  something  he  does  not  want 
to  do  (for  example,  smoking  a cigarette).  When  he  has  a clear  picture  of 
himself  engaging  in  this  activity,  he  is  asked  to  imagine  some  unplea- 
sant, aversive,  or  nauseating  event  (for  example,  throwing  up  on  his 
shirt).  By  repeated  pairing  of  these  two  events,  the  unpleasant  thoughts 
or  feelings  become  associated  with  the  activity  which  the  person 
wishes  to  avoid.  An  alcoholic  will  often  begin  his  story  to  AA  members 
by  telling  how  he  used  to  carouse  and  his  rationalization  for  his  drink- 
ing behavior.  This  is  followed  by  pointing  out  what  the  unpleasant  con- 
sequences were  when  the  individual  “hit  bottom.”  Done  in  this  way, 
the  story  could  have  the  same  effect  as  covert  sensitization  since  those 
in  the  audience  may  imagine  themselves  in  the  same  situation. 

A “See  Red”  Stumbling  Block 

These  are  a few  examples  of  AA  activities  which  are  compatible  with 
behavior  theory  and  practises  of  behavioral  psychologists.  Certainly 
many  more  examples  could  be  enumerated.  But  there  seem  to  be  two 
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The  same  principle  behind  the  children's  game 
Follow  the  Leader  is  used  by  AA  and  behavioral 
psychologists.  The  latter  group  has  demonstrated  that 
much  behavioral  change  occurs  through  imitating 
modeled  behavior.  AA  members'  practice  of  "telling 
their  story"  serves  to  set  an  example  for  other 
recovering  alcoholics. 


If 
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great  stumbling  blocks  which  prevent  many  AA  members  from  under- 
standing the  behavioral  approach.  As  a consequence  of  wide  spread 
publicity  of  a relatively  few  studies,  behavioral  psychologists  are  all 
presumed  to  be  advocates  of  controlled  drinking  training  as  a treatment 
of  alcoholism.  This  arouses  a great  deal  of  emotion  in  a person  who  has 
been  struggling  to  maintain  his  or  her  own  sobriety.  Alcoholics  who 
have  trained  themselves  to  not  even  think  about  controlled  drinking 
for  themselves  often  have  difficulty  understanding  why  such  a treat- 
ment might  be  of  value  for  others.  However,  if  we  are  to  accept  the 
figure  often  presented  that  one  out  of  1 1 drinkers  is  an  alcoholic,  then 
what  about  the  other  10.  What  treatment  can  we  offer  these  persons? 
Are  alcoholics  the  only  people  who  experience  problems  related  to 
their  drinking  behavior?  To  be  sure,  some  of  the  behavioral  studies 
with  alcoholics  have  experimented  with  controlled  drinking  but  a close 
review  of  the  literature  reveals  that  the  great  majority  of  studies  done 
have  had  total  abstinence  as  a goal.  In  his  very  excellent  and  com- 
prehensive book  entitled.  The  Principles  of  Behavior  Modification, 
published  in  1969,  Albert  Bandura  discusses  behavioral  treatments  for 
alcoholism.  He  does  not  mention  a single  controlled  drinking  study. 
Clearly,  controlled  drinking  is  a recent  development  and  is  not  at  all 
widely  used  by  behavioral  psychologists. 

Perhaps  the  most  thorough  experiment  with  controlled  drinking  done 
to  date  was  that  of  psychologists  Mark  and  Linda  Sobell.  Although  their 
study  showed  considerable  improvement  for  those  persons  given  the 
controlled  drinking  treatments,  several  important  distinctions  are  often 
overlooked  by  those  who  “see  red”  when  they  hear  of  controlled 
drinking.  The  Sobells  did  not  choose  every  alcoholic  for  the  controlled 
drinking  study.  Three-quarters  of  the  subjects  used  had  a treatment 
goal  of  abstinence.  Clearly,  the  Sobells  did  not  expect  controlled  drink- 
ing to  be  a realistic  goal  for  everyone.  Incidentally,  Alcoholics 
Anonymous  meetings  were  part  of  the  treatment  program  for  all  sub- 
jects in  that  study  and  the  Sobells  reported  that  the  controlled  drinking 
subjects  utilized  A A as  a resource  more  than  subjects  who  were  not 
given  this  treatment. 

It  cannot  be  said  that  every  alcoholic  who  leaves  treatment  never 
drinks  again.  Most  do  drink  again.  If  someone  were  incorrectly  chosen 
for  controlled  drinking  treatments,  tried  controlled  drinking,  and  was 
not  successful  at  it,  what  harm  has  been  done?  In  fact,  the  Sobells  re- 
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Behaviorists  and  AA  believe  in  and  use  other  people  to 
encourage  and  reinforce  the  alcoholic's  progress.  Each 
AA  member  has  a sponsor.  This  is  akin  to  what 
behavioral  psychologists  call  behavioral  contracting. 


port  that  their  controlled  drinking  subjects  had  more  days  of  sobriety 
than  similarly  chosen  patients  who  were  not  given  this  treatment. 
Finally,  perhaps  some  people  fear  that  large  numbers  of  alcoholics  will 
be  forsaking  their  abstinence  to  try  controlled  drinking.  If  this  were 
happening,  it  would  be  happening  in  the  laboratories  and  clinics  of 
behavior  therapists.  As  yet,  there  have  been  no  reports  of  alcoholics 
waiting  in  line  to  get  into  such  programs. 

Aversion  Therapy  Rationale 

Another  great  stumbling  block  that  interferes  with  understanding  and 
acceptance  of  behavioral  approaches  to  the  treatment  of  alcoholism  is 
the  great  public  concern  with  aversion  therapies.  Still  a popular  techni- 
que among  behavioral  therapists  in  this  field  today,*  aversion  therapy 
essentially  consists  of  producing  some  unpleasant  sensation  in  the 
alcoholic  immediately  subsequent  to  any  approach  to  or  sensory  con- 
tact with  alcoholic  beverages  or  related  stimulus  material.  The  unplea- 
sant sensation  may  be  nausea  produced  by  drugs  or  a harmless  electric 
sting  usually  delivered  to  the  hand  or  arm.  Of  course  all  patients  who 
receive  such  treatment  volunteer  for  it  and  are  allowed  to  discontinue 
at  any  time.  The  treatments  are  of  necessity  unpleasant,  but  not  un- 
bearable and  do  not  produce  any  physical  damage  to  the  individual. 
The  rationale  of  aversion  therapy  is  that:  1)  the  positive  emotions  (i.e. 
cravings  or  general  attractiveness  of  alcoholic  beverages)  will  be 
reduced  or  replaced  by  nausea  or  some  other  negative  feeling  and  2) 
the  alcoholic  will  tend  to  avoid  contact  with  alcohol  and  hopefully 
choose  non-alcoholic  beverages  instead. 

In  recent  years,  a multitude  of  studies  has  been  conducted,  and 
although  some  authors  have  reported  only  modest  success  and  no 
author  has  reported  100  percent  permanent  sobriety,  it  appears  that, 
particularly  when  used  in  conjunction  with  other  supportive  strategies, 
aversion  therapy  significantly  increases  the  length  of  sobriety  even  in 
some  very  difficult  populations.  Researchers  are  still  refining  this  tool, 
and  later  studies  show  a considerable  degree  of  sophistication  over 
earlier  studies. 


* In  Bandura’s  Principles  of  Behavior  Modification,  virtually  everything  on  alcoholism  ap- 
pears in  Chapter  8,  entitled  “Aversive  Counterconditioning.”  That  book,  however,  was 
published  in  1969  and  since  then  a larger  number  of  behavioral  psychologists  have 
developed  a wider  variety  of  techniques. 
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Objections  to  aversive  therapy  are  mainly  on  the  grounds  that  it  is  not 
humanitarian.  Yet  most  of  those  who  volunteer  continue  treatment 
and  usually  volunteer  to  return  for  booster  treatments.  It  does  not  ap- 
pear that  these  patients  feel  that  they  are  being  tortured.  In  light  of  the 
fact  that  almost  no  danger  is  involved  and  the  fact  that  they  seem  to 
improve  the  duration  of  sobriety,  we  might  ask  ourselves  if  it  is 
humane  to  deny  anyone  the  opportunity  to  receive  or  to  discourage 
anyone  from  seeking  such  treatments.  After  all,  alcoholism  is  one  of 
the  leading  causes  of  death  and  misery.  If  an  AA  member  is  to  take  his 
1 2th  step  seriously,  he  must  realize  that  he  has  a responsibility  to 
familiarize  himself  thoroughly  with  treatment  resources  that  are  availa- 
ble. If  not  familiar  with  the  efficacy  of  any  resource  the  responsible 
worker  will  reserve  judgment.  Any  other  action  may  do  more  harm 
than  good. 

Grossly  Inflated  Fears 

Behaviorists’  skepticism  of  AA  seems  largely  due  to  reservations  about 
creeping  “medical  modelism;”  A A workers  are  concerned  about  creep- 
ing “controlled  drinkingism.”  Both  camps  lack  a thorough  understand- 
ing of  the  others’  approach  and  these  fears  seem  to  be  grossly  inflated 
upon  closer  inspection.  It  appears  also  that  many  of  the  methods  used 
by  each  camp  are  similar  or  compatible  and  that  there  are  some  areas  in 
which  cross  pollination  may  prove  fruitful.  For  example: 

1.  Behaviorists  do  not  appear  to  have  worked  with  the  families  of 
alcoholics  as  effectively  as  AA.  How  about  a study  using  the 
alcoholic’s  spouse  as  a behavioral  engineer? 

2.  Many  AA  workers  help  an  alcoholic  deal  with  guilt  feelings. 
Behaviorists  ought  to  work  in  this  area  more  also. 

3.  AA  meetings  ought  to  devote  more  time  to  helping  the  alcoholic 
find  a wider  variety  of  alternatives  to  drinking  behavior. 

4.  When  alcoholics  are  asked  to  “tell  their  story”  in  AA  meetings, 
more  attention  should  be  paid  to  modeling  corrective  actions  (ap- 
propriate behavior)  and  less  time  spent  dwelling  on  (inappropri- 
ate) drinking  behavior. 

These  are  only  a few  suggestions;  certainly  there  are  many  more 
possibilities.  Any  behaviorist  will  recognize  that  changing  the  behavior 
of  behaviorists  is  no  easier  than  changing  the  behavior  of  anyone 
else  — including  members  of  AA. 

But  the  effort  to  change  is  one  we  cannot  afford  not  to  spend. 
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Open  End  is  designtud  as  a forurn  to  air  and  stimyiate  comment,  opinion,  and 
rcjacjtion  to  articles  which  have  appeared  in  Addictions.  Letters  shoyid  foe  SO  to 
200  weirds,  signed,  and  adclressecl  to  the  editor,  Addictions,  Addiction 
Research  Foiindatiosi  of  Orstario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
W5S  2S1.  The  editor  reserves  the  right  to  edit  letters  before  pyblication. 


/ have  just  read  Addictions  for  the  first  time  and  am  quite  im- 
pressed by  the  idea  of  a magazine  of  this  kind. 

I was  very  interested,  naturally,  to  read  the  article  on  treat- 
ment goals  for  alcoholics,  dealing  especially,  as  it  does  in 
some  depth,  with  the  debatable  matter  of  outcome,  and 
especially  the  return  to  normal  drinking.  ("Treatment  Goals 
for  Alcoholics  — The  Great  Debate  Gontinues,"  Spring  '75.) 

D.L.  Davies 
Medical  Director 
Alcohol  Education  Gentre 
London,  England 


I have  noticed  a "popularization"  of  Addictions  which  I am  , 
glad  to  see.  This  is  something  that  badly  needs  doing  in  the 
field.  There  are  quite  a lot  of  journals  that  will  publish  "techni-  ' 
cal"  and  "scientific"  articles,  but  in  my  experience  these  jour- 
nals are  seldom  read  by  the  vast  majority  of  line  workers  in 
the  field.  Thus,  much  of  the  information  about  scientific  ad- 
vance tends  to  be  filtered  through  the  relative  minority  of 
alcohoiogists  who  do  read  the  journals,  and  sometimes  the 
result  of  such  filtering  is  a considerable  distortion. 

There  is  another  related  and  perhaps  even  more  important 
point  relevant  not  only  to  the  field  of  alcohology  but  to  the 
field  of  the  literature  of  ideas  generally,  it  seems  to  me  that 
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there  is  a decreasing  number  of  periodicals  willing  to  deal 
with  ideas  and  experiences  as  opposed  to  facts.  Where  in  the 
alcohology  establishment,  for  example,  does  one  find  a vehi- 
cle to  express  immediate  ideas^  Like  in  many  of  the  psy- 
chology, sociology,  and  anthropology  journals,  I feel  there  is 
an  unfortunate  tendency  to  try  to  quantify  everything.  The 
consequence  is  sterility  and  disinterest  on  the  part  of  the 
people  who  work  in  the  field.  Tm  not  sure  that  Addictions' 
quarterly  format  would  permit  it  to  function  as  a journal  of 
ideas,  but  I think  that  popularizing  the  magazine  will  be  a 
move  in  that  direction. 

Phil  Penningroth 

Alcohol  Program  Coordinator 

Kern  County,California 


I've  read  the  article  "Drug  Addiction  — Who  Benefits^'  in 
your  Spring  issue  and  found  it  interesting.  Surely  the  author 
knows  some  of  the  problems,  but  I can't  say  that  Mr.  Hoarn 
has  come  up  with  any  solutions  that  seem  particularly  helpful. 
I suspect  the  difficulty  is  that  he  either  does  not  fully  under- 
stand — or  else  rejects  out  of  hand  — the  only  technology  of 
behavioral  change  that  is  viable  today. 

As  for  the  comments  about  social  control  that  he  quotes,  well, 
I suppose  I deserve  such  treatment.  The  Psychology  Today 
article  he  got  the  quotes  from  was  a very  real  distortion  of  my 
views,  mostly  because  the  caveats  (etc.)  were  omitted  or 
badly  condensed.  I am  hardly  an  Orwellian  nor  do  I have  any 
kind  of  federal  or  state  funding  for  the  work  that  my  students 
and  I are  doing 

Because  we  don't  impose  goals  or  values  on  our  clients, 
because  we  offer  affection,  because  we  never  punish  or  cri- 
ticize, because  we  build  on  strengths  instead  of  concentrat- 
ing on  weaknesses,  because  we  teach  self-control,  the  stu- 
dents have  a success  rate  of  90  percent  or  so  (about  double 


the  rate  of  success  of  senior  psychotherapists  working  with 
similar  clients  but  using  older  and  less  effective  types  of  psy- 
chotherapy). We  have  worked  with  more  than  2,000  clients 
in  this  area  in  the  past  five  years— all  without  government 
funds,  brain-washing,  threats,  or  punishment. 

Some  people  criticize  behavioral  technology  as  being 
mechanistic;  it  isn't.  Rather,  as  our  data  show,  people  who 
work  with  us  actually  become  more  humanistic  (as  measured 
by  admittedly  crude  tests),  as  do  the  therapists  themselves. 
That's  the  odd  thing  about  behavioral  technology— once  you 
find  how  powerful  it  is,  you  are  free  to  love  more  and  hate 
less  because  you  can  differentiate  between  the  person  (and 

his/her  potential)  and  the  person's  actions 

New  ideas  are  often  frightening,  and  new  technologies  can 
be  threatening  because  most  of  us  are  scared  of  change.  Too 
often  in  the  past  change  has  been  accompanied  by  punish- 
ment. I do  hope  that  you  and  your  staff  will  look  more  closely 
at  what  behavioral  technology— humanely  applied— might 
offer  as  an  alternative  to  the  more  traditional  ways  of  treat- 
ment (that  is,  forcing  people  to  change). 

James  V.  McConnell,  Ph.D. 

Professor  of  Psychology  & 

Research  Professor  of  Psychiatry 
University  of  Michigan 


After  just  reading  your  latest  edition  of  Addictions  (Summer 
'75)  I feel  I must  write  to  commend  you  on  your  work.  The 
booklet  was  excellent  from  cover  to  cover. . . . 

Not  only  were  the  articles  good  but  the  photographs  were  ex- 
cellent. I was  particularly  impressed  by  the  photograph  on 
page  six 

/ would  like  to  receive  your  publication  regularly  if  possible.  I 
can  assure  you  that  it  will  be  well  read  by  myself  and  others. 

D.J.  Grenville 
Guelph,  Ontario 
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DONALD  MURRAY 


This,  the  third  and  final  article  in  a three-part  series 
on  alcohol  in  the  work  place,  looks  at  the  problem 
from  the  perspective  of  small  businesses.  Parts  one 
and  two  of  the  series  appeared  in  the  Spring  and  Sum- 
mer ’75  issues. 


ALCOHOL  ON 
-Whatls  Being  Done 


THE  JOB 


by  Milan  Korcok 


Industrial  alcoholism  has  become  big  business  — at  least  the 
discussion  of  it  has.  One  after  another,  large  corporations  are  using 
their  house  publications  to  feature  exposes  about  the  impact  of 
alcoholism  on  productivity.  In  editorials  and  articles  they  decry  the 
practice  of  covering  up  for  the  problem  drinker.  They  call  for  vigilance 
among  supervisors  and  managers  in  spotting  signs  of  inferior 
performance  due  to  drinking  on  or  off  the  job. 

Broadening  Support 

Increasing  numbers  of  large  firms  are  setting  aside  whole  work  days  to 
immerse  their  supervisory  and  executive  personnel  in  seminars 


Mr.  Korcok  is  a freelance  science  writer  and  a frequent  contributor  to  Addictions. 
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designed  to  help  them  confront  the  problem  worker  and  return  him  or 
her  to  the  level  of  performance  for  which  he  or  she  was  hired. 

That  is,  a lot  more  firms  are  doing  so  now  than  10  years  ago  when  the^ 
idea  of  confronting  an  alcoholic  rather  than  shielding  him  was  still  a i 
rather  novel  approach  to  a problem  with  nebulous  dimensions.  In  ^ 
Ontario  alone,  one  recent  Addiction  Research  Foundation  inventory 
showed  that  almost  200  companies  representing  500,000  employees  ; 
were  involved  in  industrial  alcoholism  programs.  I 

Though  this  covers  varying  degrees  of  commitment  (some  still  use 
such  programs  primarily  for  their  PR  value)  it  does  show  broadening 
support  for  the  concept  that  an  employee  with  an  alcohol  problem  is  a 
worthwhile  target  for  direct  intervention— while  he  still  has  the 
motivation  of  job,  family,  and  home.  As  one  industrial-union  executive  ■ 
noted:  “You  can  steal  a man’s  wife  and  kids,  but  threaten  his  job  and 
he  becomes  panic  stricken.” 

Fashionable  Subject 

Despite  the  statistics,  it  is  obvious  that  industry  still  has  a long  way  to 
go  in  plugging  the  hole  that  drains  away  countless  millions  of  dollars 
each  year  as  a consequence  of  alcohol-related  absenteeism,  accidents,  ^ 
morale  deterioration,  bad  decisions,  impaired  productivity. 

But  some  of  North  America’s  largest  and  wealthiest  companies  are  > 
scratching  away.  At  least  the  subject  is  a little  more  fashionable  for  ' 
discussion  in  the  executive  suite,  the  manager’s  lounge,  the  union  hall.  i 
Why  then  are  some  of  the  promoters  of  industrial  programs  getting  a 1 
little  edgy?  Why  are  some  of  them  beginning  to  sense  that  in  firing  all  | 
their  weapons  at  one  target,  they  may  be  missing  a bigger  one?  ^ 

Scope  of  Small  Business 

The  fact  is  that  the  niajority  of  business,  commercial,  and  industrial  > 
workers  in  North  America  do  not  belong  to  the  large  conglomerates.  | 
Most  workers  do  not  earn  their  daily  bread  in  plants  and  institutions  | 
that  have  staff  physicians  or  industrial  nurses  or  personnel  specialists  | 
who  can  concentrate  on  employee  assistance.  ' | 

i 

The  workforce  of  Ontario,  a highly-industrialized  jurisdiction,  consists  | 
of  approximately  3.5  million  individuals.  In  manufacturing,  where  large  |r 


firms  would  be  expected  to  predominate  more  than  in  any  other  sector 
of  the  industrial-commercial  complex,  almost  27  percent  of  employees 
work  in  companies  of  less  than  100  people.  In  Canada  as  a whole,  45 
percent  of  all  people  working  in  manufacturing  industries  are  on  the 
payroll  of  companies  with  less  than  500  people.  In  fact,  according  to 
Statistics  Canada,  only  30  percent  of  employees  in  Canadian  manufac- 
turing work  in  companies  where  the  payroll  exceeds  1,000  individuals. 

* Add  to  this  the  numbers  who  work  in  small  retail  operations, 
professionals  with  small  support  staffs,  farmers,  fishermen,  construc- 
tion workers,  tradesmen,  and  so  on,  and  the  scope  of  the  workforce  in 
“small”  business  becomes  more  apparent. 

Same  Guidelines 

An  individual  can  be  an  employer  whether  he  has  10  or  1,000 
employees.  But  if  he  has  10,  and  one  of  them  is  incapacitated  on  the 
job,  that  makes  up  10  percent  of  his  total  workforce.  If  that  same 
worker  is  disruptive,  he  affects  the  morale,  and  possibly  the  earnings, 
of  100  percent  of  the  workforce. 

If  the  employer  opts  for  helping  that  worker,  he  is  the  one  who  has  to 
take  the  time  to  do  so.  There  will  be  no  employee  assistance  specialist, 
or  industrial  nurse,  or  company  doctor.  But  the  guidelines  for  action 
will  be  the  same  for  this  small  business  man  as  they  would  on  the  site 
in  a large  plant: 

• He  will  have  to  satisfy  himself  that  the  employee’s  job 
performance  is  deteriorating,  and  he  will  have  to  document  it. 

• He  will  have  to  confront  the  employee  with  proof  of  poor 
performance  and  be  prepared  to  enforce  his  options— improve 
performance,  accept  help,  or  leave. 

• He  will  have  to  be  hard-nosed  about  tactics  that  seek  to  evoke 
sympathy.  He  will  have  to  guard  against  further  cover  -up  and 
against  charges  that  he  is  “blowing  the  whistle”  unfairly. 

• He  will  have  to  make  it  clear  that  all  he  is  concerned  about  is  job 
performance. 

Neglect  of  the  Little  Guy 

To  date,  most  of  the  efforts  to  promote  industrial  alcoholism  programs 
have  been  directed  to  the  largest  of  companies.  John  Caldwell, 
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industrial  consultant  for  the  Addiction  Research  Foundation  of 
Ontario,  is  bothered  by  this  disproportionate  effort.  He  is  uneasy  about 
the  fact  that  so  little  concentration  has  been  directed  to  providing  treat- 
ment and  rehabilitative  options  to  the  worker  in  the  small  machine 
shop  compared  to  the  assembly-line  worker  at  the  aeronautics  firm.  Of 
course,  it  is  easy  enough  to  understand  how  this  occurred:  “When  you 
go  to  a large  company  and  your  one  contact  can  represent  over  1,000 
people,  you  pursue  it,”  says  Caldwell.  “But  then,  most  employed  people 
are  not  in  big  companies.” 

When  the  concept  of  industrial  alcoholism  programming  was  just 
getting  off  the  ground,  the  emphasis  had  to  be  on  the  big  companies. 
Here  was  where  relatively  few  individual  promoters  could  make  the 
biggest  impact  on  the  largest  numbers  of  people.  Put  most  bluntly, 
there  was  a sales  job  to  be  done.  Obviously  it  was  useful  to  be  able  to 
tell  executives  at  Texaco  and  Kodak  that  Bell  telephone  was  all  signed 
up.  A little  bit  of  name  dropping  in  the  right  places  was  quite  useful,  ad- 
mits Caldwell. 

But  then  when  you  are  trying  to  interest  a retail  operation  with  50 
employees  in  a program  to  combat  alcoholism  on  the  job,  it  doesn’t  do 
much  good  to  drop  those  kinds  of  names.  A lot  of  smaller  companies 
have  become  convinced  that  industrial  alcoholism  programs  are  meant 
only  for  large  companies. 

Same  Bottom  Line 

“We  have  been  saying  that,”  says  Caldwell.  “I  know  I have  been 
saying  that  and  I have  been  concerned  about  it.  It’s  really  rotten 
salesmanship  to  tell  this  particular  individual  that  the  product  you  are 
selling  is  being  used  by  the  biggest  customer  in  the  world.  His  natural 
response  is  ‘you’re  too  big  for  me’.” 

What  Caldwell  would  like  to  prove  is  that  intervening  in  the  self- 
destructive process  of  the  alcoholic  is  within  the  means  and  capabilities 
of  most  employers.  The  program  set  up  by  Bell  Telephone  may  not  be 
appropriate  for  Acme  Cabinetworks,  but  the  bottom  line  is  the  same: 
There  are  few  things  as  precious  to  a man  as  his  job  and  his  craft.  There 
are  few  things  he  will  guard  more  jealously. 

By  not  accepting  inferior  performance,  and  thus  by  threatening  the 
worker  where  he  is  most  vulnerable,  the  employer  forces  his  employee 
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to  make  some  very  big  decisions  — ones  he  might  otherwise  slough  off 
if  not  confronted. 

Additional  Problems 

•Unquestionably,  though,  the  small  employer  has  a whole  range  of 
problems  the  large  corporation  doesn’t  have  in  setting  up  an 
appropriate  program. 

The  employer  with  50  people  on  his  payroll  doesn’t  have  the  time,  or 
the  connections,  or  perhaps  the  professional  expertise  to  dig  out  those 
services  in  the  community  that  might  be  brought  to  play  in  providing 
treatment  and/or  rehabilitation. 

Certainly  he  doesn’t  have  the  political  leverage  over  institutions  such 
as  hospitals  and  clinics  that  a large  auto  manufacturer  may  have  in  a 
one-industry  town. 

How  much  time  can  he  really  devote  to  developing  connections  with 
the  local  general  or  psychiatric  hospital,  with  local  physicians,  or  the 
few  specialized  alcoholism  treatment  agencies  that  do  exist? 

How  is  he  personally  going  to  relate  to  the  treatment  environment,  a 
mysterious  world  populated  by  psychiatrists  and  social  workers  and 
psychologists  and  doctors? 

And  perhaps  most  important— how  is  he  going  to  sustain  an  employee 
while  he  is  in  the  treatment  process  as  well  as  during  the  long  waiting 
period  that  often  precedes  that  treatment?  Concept  and  philosophy 
doesn’t  mean  a damn  when  the  employee  asks  the  basic  question: 
“You  want  me  to  take  treatment,  fine.  Who  feeds  my  family  and  pays 
bills  in  the  meantime?” 

Lifeline’s  Success 

The  problems  are  many  and  they  are  imposing,  but  they  are  not 
unsurmountable.  Lloyd  Fell,  director  of  the  Lifeline  Foundation,  in 
Toronto,  believes  there  are  very  few  employers  who,  if  they  knew  the 
ropes,  could  not  institute  alcoholism  treatment  policies  in  their  own 
plants,  shops,  and  offices— no  matter  how  small. 

Lifeline,  originally  set  up  by  the  United  Steelworkers  of  America  to 
help  its  members  and  their  companies  deal  with  the  problem-alcoholic 
in  the  working  place,  has  managed  with  some  success  to  penetrate 
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companies  with  fewer  than  100  employees.  The  experience,  according 
to  Fell,  has  been  gratifying. 

Lifeline,  through  its  USW  affiliation,  is  available  to  174  companies 
involved  in  37  distinct  industries  representing  25,000  employees  in 
Metropolitan  Toronto.  Of  the  25,000  employees,  more  than  75  percent 
work  in  companies  of  fewer  than  500  people,  and  more  than  6,000 
workers  are  on  the  payroll  of  companies  with  fewer  than  100 
individuals. 

“In  the  case  of  a shop  with  100  people  you’re  not  talking  about  plant 
nurses  and  doctors,”  says  Fell.  Often,  these  companies  take  the 
position  that  they’re  too  small  for  any  kind  of  organized  program.  They 
see  such  programs  as  expensive,  sophisticated,  meant  exclusively  for 
large  companies.  “But  when  we  talk  to  the  employer  about  what 
alcoholism  on  the  job  really  costs  him,  when  we  show  him  the 
similarities  between  chronic  Monday  morning  flu  and  the  symptoms  of 
weekend  binge,  and  when  we  can  point  to  consistent  absentee 
patterns,  he  often  changes  his  tune,”  says  Fell. 

Expensive  Grievances 

If  the  company  is  a union  shop,  the  cost  of  processing  grievances 
becomes  an  important  factor  both  to  the  union  personnel  as  well  as  to 
the  company.  Fell  points  out  that  virtually  every  time  a union  worker 
gets  fired  there  is  a grievance  procedure,  and  that  usually  goes  right  up 
to  arbitration. 

“From  the  point  of  firing  to  arbitration  costs  the  union  local  $1,500,” 
says  Fell.  “How  many  times  can  a union  with  less  than  100  members 
afford  $1,500?  And  it  usually  costs  the  company  even  more. 

“I  point  out  that  for  less  than  one  third  of  the  cost  of  one  arbitration 
per  year  they  could  have  a program  that  could  subsequently  control  a 
situation  in  their  plant,”  says  Fell.  “If  I could  get  $500  from  every  plant 
that  has  100  employees  I’d  give  you  a program  to  knock  your  eye  out,” 
declares  Fell  confidently. 

The  program  that  Fell  describes  is  one  that  uses  a multiplicity  of 
resources,  most  of  which— such  as  hospitals,  certain  interested  physi- 
cians, A A,  Alanon,  and  other  social  agencies— are  available  anywhere. 
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Most  communities  also  have  access  to  pastoral  counseling,  self-help  ' 
groups,  volunteer  agencies,  and  recovery  homes.  And  then  there  are 
the  people  right  in  the  middle  of  the  drinker’s  problem— his  col- 
leagues, his  friends,  and  his  family.  t ! 

“There  are  a lot  of  people  in  society  doing  one  hell  of  a good  job  1 
working  with  the  alcoholic,  but  they  can  only  come  up  to  the  plant  gate.  || 
They  can’t  come  into  the  plant,”  says  Fell.  “They  can’t  spend  eight  | 
hours  a day,  five  days  a week  with  the  guy.  “But  we  have  the  man’s  ; 
friends,  his  boss,  his  foreman,  all  the  people  who  know  him  and  whom  } 
he  trusts.  They  can  be  extremely  helpful.”  ' 

Pressure  on  Insurance  Companies  | 

Though  Lifeline  was  created  by  a union.  Fell  is  not  hesitant  about  1 
taking  the  program  into  a non-union  shop.  “We  get  a lot  of  calls  for  | 
help,”  says  Fell.  “And  we  try  to  meet  these  calls.  In  the  case  of  a non-  s 
union  shop  you  simply  replace  the  union  personnel  you  would  have  \ 
used  with  employee  personnel.  You  use  the  structure,  but  you  put  in 
your  own  individuals.” 

Still,  it  is  not  a simple  task,  and  there  is  no  question  that  the  employer 
with  a relatively  small  payroll  has  a much  tougher  ro,w  to  hoe. 
Sustaining  a man  off  work  while  he  receives  active  treatments- at  least 
one  month,  often  much  more— is  expensive.  Most  firms,  even 
relatively  small  ones,  have  group  insurance  plans  that  provide  for  some 
continuation  of  income  of  the  employee  while  he  is  ill  or  disabled.  The 
catch  comes  when  the  treatment  is  specific  for  alcoholism. 

A few  years  ago,  only  firms  with  the  largest  enrollment  could  hope  to 
get  their  insurance  carriers  to  back  them  up.  But  more  and  more 
insurance  firms  are  feeling  the  pressure  to  provide  such  coverage,  so 
long  as  the  worker-patient  is  in  a bona  fide  treatment  modality. 

Lloyd  Fell  feels  many  more  insurance  companies  could  be  made  to  toe 
the  line  if  small  business  put  on  the  pressure.  “Before  we  began 
Lifeline,  not  many  insurance  companies  in  Toronto  would  pay  sick 
benefits  for  the  treatment  of  alcoholism.  The  worker  had  to  be 
admitted  to  a general  hospital,  by  a doctor,  under  some  other  diagnosis. 
Now  I don’t  think  there  is  an  insurance  company  that  would  refuse  us 
the  man’s  sickness  and  accident  benefits  while  he  is  on  a program. 
Very  often,  though,  I don’t  think  management  realizes  the  power  it  has 
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with  insurance  carriers.  After  all,  if  a particular  carrier  doesn’t  want  to 
go  along,  there  are  lots  of  others,”  says  Fell. 

Ones  Who  Get  Away 

The  small  business  man  and  the  small  employer  are  an  integral  part  of  a 
business  community.  They  have  access  to  specific  industrial  organiza- 
tions, to  the  local  political  structure,  to  the  local  chamber  of  commerce. 
All  of  these  provide  means  to  exert  leverage,  not  only  on  insurance 
companies,  but  on  the  many  segments  of  the  community  that  can  be 
brought  into  play  to  help  in  the  treatment  and  maintenance  of  the 
problem  drinker  on  the  job,  doing  his  job. 

There  remain,  however,  very  small  companies  who,  despite  the 
universality  of  certain  types  of  fringe  benefits  have  slipped  through  the 
net.  They  have  avoided  or  neglected  group  insurance  plans,  they  have 
no  sickness  or  accident  benefits.  There  is  no  way  they  can  allow 
continuation  of  a worker’s  salary  while  off  the  job.  There  are  some 
employers,  with  perhaps  five,  six,  or  10  workers  who  don’t  even  carry 
the  most  basic  of  insurance  plans.  They  count  on  third  party  health 
insurance  (OHIP  in  Ontario)  to  cover  hospital  and  medical  bills,  but 
this  does  nothing  to  sustain  a worker  and  his  family  while  he  is  off 
work. 

John  Caldwell  tells  of  two  employers  considering  setting  up  programs 
for  problem  drinkers  in  their  shops.  Each  employer  has  a payroll  of 
under  10. 

“Sure,  we’d  like  to  do  something  for  them,  but  we  haven’t  any  sickness 
benefits.” 

“What  do  you  do  when  the  men  are  sick?” 

“We  lay  them  off  so  they  can  collect  unemployment  insurance.” 

For  this  group  of  employees,  unemployment  insurance  is  their 
sickness  benefit. 

Recently,  changes  have  been  made  to  Canada’s  unemployment 
insurance  regulations  allowing  individuals  who  are  unemployable 
because  of  illness  (and  that  includes  alcoholism)  to  receive  benefits 
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from  the  fund  during  the  period  of  treatment.  They  must,  of  course, 
have  sufficient  credits  built  up  in  order  to  draw.  The  benefits  usually 
don’t  equal  the  take-home  pay  of  a worker,  but  they  do  provide  him  a 
safety  net.  Compared  to  the  prospects  the  problem  drinker  faces  if  he 
neglects  treatment,  the  availability  of  unemployment  insurance  as  a 
“sickness  benefit”  is  a pretty  liberal  deal. 

It  Still  Takes  Guts 

But  a very  imposing  barrier  remains,  and  it  is  one  that  hampers  the 
employer  in  a local  machine  shop  just  as  much  as  it  does  the  president 
of  a large  conglomerate— prejudice,  his  own,  and  that  which  still  exists 
in  the  community.  Despite  all  the  advances  made  in  setting  up 
mechanisms  to  treat  the  worker  whose  drinking  affects  his  job,  there  is 
still  a lot  to  be  done  to  break  down  the  emotional  resistance  of  the 
employer  agonizing  about  the  prospect  of  facing  up  to  the  problem 
drinker  whose  work  performance  just  isn’t  what  it  should  be. 

The  drinker  may  be  making  life  miserable  for  his  colleagues,  and  he 
may  be  making  mistakes  costing  his  company  thousands.  Yet  he  is 
tolerated  because  it  is  easier  to  hide  the  deficiencies  and  make  believe 
they  don’t  exist,  than  to  stand  up  and  call  a halt.  Standing  up  to  that 
kind  of  executive  decision— be  it  for  the  employer  of  10  or  1,000— 
takes  guts.  Despite  all  the  legislation,  regulation,  and  company  policy,  it 
still  takes  guts. 
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by  Andrew  Malcolm 

Several  years  ago  I invented  the  word  chemophilic  and  I went  on  to  say 
that  we  were  in  some  danger  of  creating  a chemophilic  society.  Such  a 
society,  is  one  in  which  an  abundance  of  intoxicating  drugs  is  available 
to  a large  number  of  people  who  are  receptive  to  their  easy  use. 

No  doubt  there  has  been  a number  of  other  drug-drenched  societies  in 
the  history  of  the  world  but  not  one  of  these  has  presented  the  peculiar 
combination  that  exists  today.  This  combination  is  the  liberal-demo- 
cratic tradition,  advanced  technology,  and  the  possibility  of  easy  intox- 


Dr.  Malcolm  is  a practising  psychiatrist  in  Toronto.  He  has  written  a number  of  books 
about  drugs  and  about  psychiatric  matters.  His  latest  book,  “The  Craving  for  the  High,” 
was  published  by  Simon  and  Schuster  in  1975. 
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ication  with  literally  thousands  of  chemicals,  a few  of  them  ancient  but 
most  of  them  modern  and  synthetic.  It  is  apparent  to  me  that  these 
three  cultural  elements  are  on  a most  menacing  collision  course. 

The  Supreme  Intoxicant 

In  our  society  alcohol  has  always  been  the  supreme  intoxicant  for  the 
majority  of  people,  and  this  is  as  true  today  as  it  was  a hundred  years 
ago.  In  the  19th  century  the  alcoholic  was  a backslider,  a sinner,  a bad 
and  evil  man.  He  was  severely  condemned  by  both  church  and  state.  In 
the  course  of  the  20th  century  the  idea  began  to  develop  that  the 
alcoholic  was  really  a sick  man  for  whom  not  ostracism,  abuse,  and  in- 
carceration were  in  order  but  rather  love,  sympathy,  treatment  and, 
perhaps,  gentle  hospitalization.  This  attitude  was  immensely  beneficial 
and  resulted  in  a far  more  compassionate  and  insightful  approach  to  the 
problem  of  alcoholism.  It  did  not,  unfortunately,  have  any  useful  effect 
on  the  per  capita  consumption  of  alcohol  and  on  the  incidence  of  every 
one  of  the  alcohol-related  disorders. 

During  the  first  couple  of  years  of  Prohibition  on  the  other  hand,  the 
incidence  of  public  intoxication  and  of  morbidity  (disease)  due  to  fatty 
degeneration  of  the  liver,  cirrhosis,  peripheral  neuritis,  and  Wernicke’s 
encephalopathy  (alcoholic  brain  damage)  went  strikingly 'down.  The 
craving  for  the  high,  however,  was  very  strong,  and  the  manufacturing 
and  distributing  systems  soon  overcame  the  inconveniences  of  this 
valiant  but  misguided  amendment.  Per  capita  consumption  quickly 
resumed  its  familiar  upward  sweep  on  the  epidemiological  graphs. 

Notion  of  Seriousness 

Prohibition  was  a failure  but  we  must  at  least  recognize  that  it  was  an 
earnest  and  altogether  serious  attempt  to  do  something  about  a major 
public  health  problem.  Not  much  has  happened  that  might  be  regarded 
as  a genuinely  serious  attempt  to  reduce  the  morbidity  and  mortality  of 
drug  abuse  since  the  repeal  of  the  Volstead  Act.  We  must  revive  the 
notion  of  seriousness  in  our  work.  We  have  been  content  to  be  in- 
terested observers  of  the  scene  for  too  long.  We  have  been  far  too  sen- 
sitive to  the  possibility  of  criticism.  We  have  been  far  too  gullible  and 
fashionable;  and  in  the  process  we  have  nearly  lost  our  self  respect  and 
our  right  to  call  ourselves  workers  in  the  field  of  public  health. 

Consider  the  extraordinary  events  of  the  60s.  This  period  was  certainly 
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our  severest  test  and  we  failed  it  wretchedly.  We  regarded  the  explo- 
sion of  drug-taking  with  dismay  at  first  but  before  long  we  resorted  to  a 
most  ingenious  series  of  rationalizations  to  justify  our  inaction.  We 
referred  to  the  inevitable  triumph  of  chemistry  against  which  there 
could  be  no  defence  in  a free  society.  And  to  be  sure,  our  resourceful 
chemists  had  been  progressively  more  successful.  In  the  19th  century 
they  had  produced  morphine,  chloral  hydrate,  paraldehyde,  and  bro- 
mine. At  the  turn  of  the  century  they  had  added  heroin  and  the  bar- 
biturates. In  the  20s  they  had  contributed  the  amphetamines,  in  the  40s 
the  tranquillizers  and  a number  of  remarkable  synthetic  narcotic  drugs; 
and  in  the  50s  the  anti-depressants  and  the  fabulous  anti-anxiety 
agents  known  as  the  diazephines.  It  would  be  difficult  to  stop  this  tide, 
we  said.  And  so  we  hid  behind  the  protective  screens  of  the  Food  and 
Drugs  Act  and  the  Narcotic  Control  Act  and  hoped  that  things  would 
not  get  much  worse. 

A Persuasive  Literature 

They  did  get  worse  though;  and  in  a very  particular  and  surprising  way. 
Actually  it  was  in  the  late  50s  that  the  scare  began.  Marihuana  began  to 
spread  from  the  black  ghettos  and  the  jazz  circles  to  the  children  of  the 
white  middle  class.  And  this  diffusion,  alarming  now  to  the  general 
society,  continued  inexorably  all  through  the  60s.  Glue  sniffing 
became  epidemic  in  many  places  and  lysergic  acid,  psilocybin,  and 
many  other  hallucinogenic  drugs  greatly  added  to  the  excitement  of 
the  age.  Most  students  of  drug  use  and  abuse  absolutely  panicked 
because  it  seemed  for  a while  that  the  passion  for  exotic  forms  of  intox- 
ication would  sweep  the  culture  entirely  away. 

And  it  was  during  this  period  that  we  lost  track  of  our  need  to  be 
serious.  Why  did  this  happen  ? It  happened  because  the  drug  craze  was 
accompanied  by  a persuasive  literature  that  talked  incessantly  about 
the  New  Culture,  about  enlightenment,  about  the  Third  Conscious- 
ness, and  about  the  most  glorious  of  all  possible  utopias.  The  children 
were  described  as  radiant  and  profound  and  everyone  over  30  was 
regarded  as  incapable  of  comprehension.  Popular  music  rhapsodized 
the  virtues  of  the  high  and  numerous  learned  students  of  society  pon- 
tificated about  the  evils  of  the  old  culture  in  which  men  were  not  equal, 
property  was  held  in  private,  love  was  reserved  for  parents,  spouses, 
and  children  rather  than  for  all  humanity,  and  individualism  blocked 
the  advance  of  the  collective  ideal. 
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Hard  Times  for  All 

This  was  a hard  time  to  be  a parent  but  it  was  just  as  hard  to  be  an 
adolescent.  It  was  also  a very  difficult  time  to  be  an  addictionist  because 
however  much  clinical  evidence  there  was  concerning  individual  inj- 
ury there  was  always  the  magnificent  ideology  of  the  revolution  of  the 
spirit  that  was  said  to  be  proceeding  in  spite  of  the  stupidity  of  the 
benighted  elderly. 

Under  the  circumstances  it  seemed  altogether  more  comfortable  for 
the  people  most  learned  in  this  field  to  capitulate;  and  this  is  precisely 
what  most  of  them  did. 

It  was  during  this  same  period  that  the  government  of  Canada  recog- 
nized the  need  for  some  sort  of  fiery  response  to  the  noisome  demands 
of  the  emerging  counter  culture.  The  famous  LeDain  Commission  was 
formed  with  the  advice  that  this  brave  body  should  determine  the  ex- 
tent and  nature  of  the  problem,  and  then  advise  the  government  as  to 
what  responses  would  be  most  appropriate.  This  Commission  then  pro- 
ceeded to  barnstorm  the  country  from  coast  to  coast,  and  the  publicity 
that  attended  this  series  of  performances  was  positively  astounding. 
The  result  was  not  any  moderating  influence  on  the  rising  curve  of 
consumption;  it  was,  rather,  just  the  opposite. 

The  process  of  marihuana  acculturation  was  greatly  advanced  by  the 
work  of  this  group  of  progressive  people.  And  in  the  end,  they  recom- 
mended that  the  possession  of  marihuana  for  personal  use  should  be 
quite  legal,  that  heroin  should  be  re-introduced  into  this  country  as  a 
therapeutic  instrument,  and  that  the  goal  of  alcoholism  treatment 
should  not  always  be  abstinence.  The  commissioners  were  much  in- 
fluenced by  the  great  19th  century  liberal  thinker  J.S.  Mill  and  they 
held,  accordingly,  that  the  state  should  not  interest  itself  in  any 
behavior  that  would  injure  only  the  perpetrator  of  such  a victimless  ac- 
tion.. 

Throughout  the  period  which  began  in  the  latter  part  of  the  preceding 
decade  and  ended  in  the  early  70s  there  was  a constant  increase  in  the 
incidence  of  the  use  of  the  hallucinogens,  the  industrial  solvents, 
alcohol,  and,  of  course,  the  barbiturates  and  all  of  the  other  prescription 
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drugs.  And  we  were  well  on  the  way  to  the  establishment  of  a true 
chemophilic  society. 

Where  to  Now? 

And  now  we  find  ourselves  in  the  present  and  we  may  usefully 
speculate  on  the  future.  I have,  by  the  way,  been  rather  suspicious  of 
futurists.  I have  written  that,  “A  futurist  is  a very  giddy  man  who  is 
shocked  into  mindless  ecstasy  each  time  he  comes  upon  yet  another 
horror  waiting  to  disrupt  the  lives  of  everyone.”  Even  so,  I will  try  to 
consider,  with  a minimum  of  giddiness,  what  the  near  future  will  be 
like.  It  will,  of  course,  be  based  on  certain  cultural  trends  that  exist  to- 
day. It  will  simply  emphasize  some  of  these  and  de-emphasize  some 
others. 

There  are  three  easily  discernible  trends  today  and  any  one  of  these 
might  become  dominant.  Two  of  them  are  highly  unpleasant  and  must 
be  vigorously  opposed. 

Utopia  Disillusioned 

The  first  is  magic  humanism  in  its  protean  forms.  The  future  might 
bring  about  the  triumph  of  these  super-progressive  people  who  are 
already  well  represented  in  education,  in  various  government  depart- 
ments, in  the  Law  Reform  Commission,  and  in  numerous  social  agen- 
cies across  the  country.  The  result  of  their  further  success  would  be  an 
even  greater  emphasis  on  experience  in  the  here  and  now.  There 
would  be  a further  undermining  of  legal  restraint,  an  immense  increase 
in  governmental  support,  a progressive  reduction  in  any  interest  in  in- 
dividual excellence,  and  a persistent  increase  in  the  per  capita  con- 
sumption of  every  psychoactive  drug. 

And  then,  because  such  a utopian  state  would  be  disillusioning  to  the 
majority  of  people,  there  would  probably  arise  an  increasingly  more 
vociferous  demand  for  the  imposition  of  external  restraints.  Perfect 
freedom  to  be  utterly  self-centred,  dependent  on  the  state,  voluntarily 
unproductive,  hostile  toward  restriction,  and  contemptuous  of  all  tradi- 
tion leads,  regrettably,  to  social  instability  and  finally  normlessness  and 
anomie.  And  when  large  numbers  of  people  become  restless  and  dis- 
affiliated they  begin  to  long  for  some  sort  of  stability.  They '^become 
vulnerable  to  the  seductive  promises  of  the  strong  government  that 
offers  to  lead  them  out  of  the  wilderness. 
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Right  or  Left  — Intolerable 

In  our  specific  area,  the  result  would  be  the  emergence  of  an 
authoritarian  state  that  would  simply  outlaw  the  non-medical  use  of 
drugs.  Such  a state,  from  all  that  we  can  gather,  is  represented  today  by 
the  People’s  Republic  of  China.  In  that  vast  country  there  are  today  no 
people  getting  drunk  on  rice  wine  and  no  people  importing,  distribut- 
ing, or  smoking  opium.  Even  mah-gen  or  marihuana  is  not  used  in 
China  today.  To  do  any  of  these  things  would  be  to  commit  a crime 
against  the  state;  and  resocialization  would  immediately  be  prescribed. 
There  is  also,  of  course,  no  political  or  ideological  freedom  in  China  to- 
day. No  free  press,  no  freedom  of  movement  or  of  speech,  and  no 
legitimate  sense  of  individuality. 

Of  course  the  reaction  might  be  to  the  right  instead.  It  might  be  equally 
authoritarian  but  fascist.  In  my  view,  however,  the  totalitarian  state 
either  of  the  right  or  left  is  absolutely  intolerable  and  there  is  very  little 
to  choose  between  them.  One  thing  is  quite  clear  though.  If  the  reac- 
tion to  the  conditions  engendered  by  the  magic  humanists  should  ac- 
tually take  place  in  this  country  there  would  be  no  more  alcoholism  and 
drug  addiction  and  there  would  be  no  point  in  considering  the  future. 

Liberal,  Democratic  Tradition 

There  is  a third  possible  view  of  the  future  and  this  too  is  based  on  cer- 
tain trends  that  have  also  been  proceeding  in  our  society  for  a very  long 
time.  This  is  the  continuation  of  the  liberal  democratic  tradition  with  all 
of  its  frailties,  its  inconsistencies,  its  vulnerability  to  criticism  and 
abuse,  and  its  fundamental  decency  and  common  sense.  This  system  is 
postulated  on  the  notion  that  man  is  not,  in  fact,  perfectable  either  as 
an  individual  or  as  a species.  Neither  should  his  society,  which  ought  to 
be  complex  and  diverse,  be  made  uniform  and  perfectly  ordered. 

Yet  it  is  still  believed  by  the  proponents  of  this  system  that  the  state 
should  not  utterly  remove  itself  from  any  attempt  to  better  the  lot  of  its 
citizens  or  to  protect  them  from  themselves  up  to  a point.  Indeed,  with- 
in this  tradition,  we  have  seen  the  constant  development  of  what  has 
been  called  public  hygiene.  A citizen  may  not  suffer  from  Typhoid 
fever  without  either  voluntarily  seeking  treatment  or  being  involun- 
tarily treated.  He  may  not  continue  to  be  ill  with  a variety  of  contagious 
diseases  without  violating  the  law. 
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Drug  dependence  is  clearly  a species  of  communicable  disease.  It  is  a i 
condition  that  diffuses  through  human  contact  and  far  more  people  " 
than  the  original  sufferer  are,  in  time,  affected.  It  maims,  kills,  or  at 
least  reduces  the  quality  of  life  of  numerous  others  whether  or  not  it  I 
occurs  in  association  with  the  products  of  high  technology.  Drug  afflic- 
tion is  not  something  that  should  any  longer  be  described  by  the  dis- 
arming term  victimless.  The  victims  are  uncountable  and  this  alone 
would  justify  our  recognition  of  the  fact  that  we  deal  here  with  a prob- 
lem against  which  public  hygiene  measures  might  legitimately  be  exer- 
cised. 

Extending  and  Refining 

In  my  opinion  the  future,  the  near  future  at  any  rate,  will  not  develop  | 
according  to  the  designs  of  the  magic  humanists.  Neither  will  it  develop  ! 
along  the  oppressive  lines  advocated  by  the  totalitarians  who  also  live  / 
amongst  us.  The  future  will  be  an  extension  and  refinement  of  what  is 
best  and  most  reasonable  in  the  present.  The  future  will  no  doubt  be 
burdened  with  occasional  fads  and  fashions,  but  let  us  hope  that  we  will 
have  learned  something  from  the  experience  of  our  recent  past.  In  par- 
ticular, there  should  be  no  further  need  for  any  of  us  to  convulsively 
accommodate  to  the  savage  demands  of  any  group  of  people  claiming  to 
have  discovered  the  way  to  social  salvation.  And  most  certainly  we 
should  not  be  intimidated  by  any  great  prophet  who  claims  that  this 
drug  or  that  is  in  reality  the  nectar  of  the  gods  and  should,  accordingly, 
be  released  from  all  control. 


Avoiding  the  Hip  and  Current 

In  the  course  of  the  70s,  I would  predict  that  we  will  regain  much  of  the  ; 
ground  that  was  lost  in  our  intriguing  but  ultimately  disillusioning  ^ 
career  through  the  60s.  We  will  become  more  serious  about  the  real  j 
and  persisting  problems  of  drug  dependence.  We  will  not  be  driven  by 
the  notion  that  it  is  virtuous  to  subject  ourselves  and  our  patients  to 
constant  turmoil  and  change.  The  future  will  not  present  such  a per- 
petual state  of  transience  that  only  he  who  thinks  mosaically  will  sur- 
vive. Linear,  rational,  and  coherent  thinking  may  still  be  despised  by 
the  avant-garde,  and  by  the  chronic  users  of  the  illusionogens,  but  we  ^ 
will  not,  on  that  account,  rush  to  embrace  the  ideology  of  fragmenta-  • 
tion.  We  will  avoid  that  which  is  noticeably  hip  and  brightly  current 
and  make  no  apologies  for  such  avoidance.  We  will  listen,  indeed,  but  | 
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we  will  not  suddenly  believe  every  new  claim  that  the  final  solution  to 
any  social  problem  has  at  last  been  found. 

We  will  continue  to  experiment  with  conditioned  reflex  therapy,  with 
aversion  therapy,  with  Antabuse  implantation,  with  narcotic  blockade, 
with  all  kinds  of  drug  replacement  therapies,  with  improved  methods 
of  drug  crisis  intervention  and  treatment,  and  with  a great  variety  of  in- 
dividual and  group  psychotherapies.  But  we  will  know  that  not  any  one 
of  these  will  be  the  universal  answer  to  the  problems  of  the  diverse 
people  who  will  come  under  our  care.  Perhaps  one  development  that 
will  be  greatly  refined  in  the  years  to  come  will  be  our  ability  to  deter- 
mine with  some  precision  which  combination  of  many  possible  ap- 
proaches might  be  most  appropriate  in  the  case  of  any  individual  per- 
son. 

Advice  to  AA 

I would  also  like  to  predict  that  as  fellow  workers  in  the  field  of  drug  de- 
pendence we  will  cease  altogether  our  occasional  belittling  of 
Alcoholics  Anonymous.  We  should  know  by  now  that  AA  has  a record 
infinitely  better  than  our  own  in  actually  helping  people  to  stop  drink- 
ing. AA,  of  course,  is  an  especially  comfortable  target  because  it  is  very 
large,  relatively  easy  to  dissect,  and  entirely  unwilling  to  defend  itself. 
AA  never  asls  for  either  criticism  or  advice  and  although  I am  dis- 
inclined to  attack  it,  I am  urged  to  offer  some  unsolicited  advice. 

There  has  been  some  discomfort  within  AA  in  recent  years  regarding, 
what  has  been  considered  by  some,  its  antiquated  image.  AA  should 
evolve,  these  critics  have  suggested.  It  should  let  itself  be  informed  by 
some  of  the  dazzling  advances  in  psychotherapy  that  have  been  much 
publicized  in  recent  years.  In  particular  AA  should  cease  to  hold  to  the 
antique  notion  that  the  member  must  simply  stop  drinking  without 
ever  discovering  why  he  or  she  was  compelled  to  drink  in  the  first 
place.  Many  people,  most  of  them  clinicians,  have  advised  AA  to  incor- 
porate the  techniques  of  sensitivity  training  into  the  program.  The  AA 
meeting  should  come  to  resemble  an  encounter  session  so  that  the 
members  might  not  merely  stop  drinking  but  be  cured  of  all  their 
neuroses  as  well. 

Now  such  suggestions,  well  meaning  though  they  may  be,  are  ex- 
ceedingly foolish  and  dangerous.  They  attack  the  essential  genius  of 
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AA.  They  violate  a fundamental  principle  of  the  organization  to  the 
effect  that  no  one  should  ever  take  another  person’s  inventory. 

Although  I feel  that  AA  would  be  ill  advised  to  borrow  ideas  and  tech- 
niques from  the  more  fashionable  clinics,  I do  not  doubt  that  the  clinics 
could  make  good  use  of  some  of  the  ideas  of  AA.  In  the  future,  for  ex- 
ample, it  may  be  that  our  clinics  will  introduce  the  immensely  valuable 
concept  of  the  sponsor.  There  is  no  reason  at  all  why  the  people  attend- 
ing the  clinics  should  not  be  invited  to  take  a personal  interest  in  others 
who  have  recently  applied  for  assistance  at  such  places.  A plan  to  make 
use  of  such  helpers  would  serve  to  revitalize  and  humanize  our  clinics 
which,  at  the  moment,  seem  to  be  either  too  impersonal  and  sterile  or 
too  vulgar  and  combative. 

A Mischievous  Suggestion 

Also,  in  the  near  future  I think  it  is  very  likely  that  we  will  reject  the 
mischievous  suggestion  that  alcoholics  might  reasonably  seek  to 
become  social  drinkers.  This,  by  the  way,  is  one  of  the  newest  fashions 
on  the  scene  at  the  moment.  It  is  uncivilized  and  indecent,  according  to 
this  view,  to  condemn  a man  to  a life  of  sobriety.  It  is  far  more  humane 
to  offer  him  the  hope  that  eventually  he  might  be  able  to  drink  sanely 
like  everyone  else.  Yet  every  alcoholic  I have  ever  worked  with  has 
tried  social  drinking  a thousand  times  and  in  almost  every  case  this  has 
resulted  in  failure.  It  is  only  superficially  humane  to  offer  such  people 
this  particular  kind  of  hope.  It  is,  in  fact,  to  play  cruelly  with  their  lives 
to  offer  them  such  an  illusory  goal.  We  must  simply  be  more  realistic 
about  this  matter.  We  do  not  yet  have  the  ability  to  solve  the  problem 
of  compulsiveness  in  any  significant  number  of  people,  and  until  we 
do,  the  exciting  concept  of  social  drinking  as  a goal  will  have  to  be 
regarded  as  premature.  In  my  opinion  to  think  otherwise  is  to  be  funda- 
mentally unserious  and  lacking  in  common  sense  and  humanity. 

The  Right  to  Change 

In  the  future  far  more  of  us  will  be  willing  to  express  our  points  of  view; 
and  in  so  doing  we  will  not  flinch  and  make  abject  apologies.  We  will  state 
clearly  that  we  reserve  the  right  to  change  our  points  of  view  whenever 
new  information  comes  to  hand.  But  we  will  say  also  that  to  the  best  of 
our  knowledge  at  that  moment  in  time  it  would  be  advisable  to  do  one 
thing  and  not  advisable  to  do  another.  We  will  not  fear  the  abuse  that  we 
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will  receive  should  we  express  a view  that  offends  the  experts  in  the  Na- 
tional Department  of  Health  and  Welfare,  the  National  Organization  for 
the  Reform  of  Marihuana  Laws,  the  editors  of  Playboy  magazine,  and 
even  our  sons  and  daughters.  We  will  express  our  opinions  anyway  and 
simply  accept  the  consequences. 

And  here  is  another  prediction.  We  will  not  any  longer  call  marihuana 
“soft.”  At  a Senate  hearing  in  Washington  last  year,  I and  numerous 
other  students  of  this  subject  from  around  the  world  presented  evi- 
dence that  tetrahydrocannabinol  has  a profoundly  deleterious  effect  on 
many  bodily  functions,  on  personality,  and  on  the  society  at  large.  And 
now  that  the  brotherhood  of  eternal  love  has  provided  us  with  the 
method  of  manufacturing  hashish  oil,  the  marihuana  problem  has  in- 
creased in  significance  by  a factor  of  at  least  10.  To  speak  in  a cavalier 
way  about  the  sweetness  and  benignity  of  marihuana  will  soon  be  held 
to  be  both  ignorant  and  unserious. 

We  will,  however,  and  in  spite  of  the  massive  evidence  regarding  the 
hazards  of  marihuana  use,  support  Bill  S-19  because  this  bill  is,  in  large 
part,  just  and  wise.  Absolutely  none  of  us  want  to  send  naive  and  im- 
mature people  to  jail  just  because  they  have  been  persuaded  that 
marihuana  is  benign,  because  they  have  been  tempted  by  their  peers, 
because  they  are  adventuresome  and  curious,  because  they  are  merely 
desirous  of  belonging  to  some  defiant  group  of  innocent  people,  or 
because  the  drug  is  simply  on  the  table  before  them.  No,  we  will  not 
send  such  people  to  jail  but  we  will  not,  on  the  other  hand,  deal  lightly 
with  those  who  import  this  drug,  cultivate  it,  distribute  it,  convert  it 
into  hashish  oil,  and  actively  promote  its  use. 

Pattern  of  Declining  Use 

The  number  of  people  who  have  experimented  with  marihuana  is  now 
very  large  but  the  number  of  regular  users  is  still  relatively  small  in 
terms  of  the  general  population.  And  most  importantly,  the  rate  of  in- 
crease in  the  number  of  regular  users  has  not  risen  as  sharply  in  very 
recent  time  as  was  the  case  a few  years  ago.  This,  I would  predict,  is  a 
trend  that  will  probably  continue  into  the  future.  And  precisely  the 
same  pattern  of  declining  use  or,  in  any  case,  declining  rate  of  increase 
will  be  seen  in  the  case  of  LSD  and  all  the  other  hallucinogenic  drugs. 
Solvent  sniffing  will  also  decline  in  absolute  terms  but  will  continue  to 
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be  seen  in  individual  cases  and  in  brief  flurries  among  various  groups 
throughout  the  country.  Alcohol,  having  defeated  all  of  its  challengers 
in  the  field,  will  be  clearly  recognized  as  the  recreational  drug  par  ex- 
cellence in  the  years  to  come. 

There  will,  however,  be  many  important  changes  in  our  attitude  toward 
alcohol  drinking.  We  will  cease  altogether  our  foolish  desire  to  be  just 
as  civilized  as  the  French.  Alcoholism  is  a major  problem  in  our  society 
and  we  know  perfectly  well  by  now  that  the  incidence  of  every  alcohol- 
related  disease  varies  directly  with  the  per  capita  consumption  of  this 
drug. 

More  Careful  about  Change 

The  province  of  Ontario  was  obviously  swept  away  by  two  reinforcing 
trends  a couple  of  years  ago.  The  youth  culture  was  rampant  and  un- 
nerving and  so  was  the  general  drift  toward  the  notion  that  self  in- 
dulgence was  a virtue.  In  one  great  act  Ontario  lowered  the  drinking  age 
to  18  and  most  of  our  progressive  people  applauded  vigorously.  This 
act,  they  said,  was  just  a way  of  making  de  jure  what  was  already  de  fac- 
to. And  ever  since  then  the  statistics  have  poured  in  showing  that  the 
consumption  of  alcohol  among  people  between  the  ages  of  18  and  21 
has  increased  spectacularly.  And  so  have  the  car  accidents  and  all  the 
other  alcohol-related  problems.  Now,  of  course,  there  are  at  least  a few 
of  us  who  feel  that  the  16  year-olds,  who  have  already  begun  to  con- 
sume more  alcohol,  are  being  unjustly  discriminated  against. 

In  the  future  I think  we  will  take  fewer  and  certainly  more  careful  steps 
whenever  it  is  clear  that  such  changes  will  increase  the  per  capita  con- 
sumption of  alcohol  in  any  age  group.  And  we  will  realize  that  we  can- 
not always  be  appreciated  for  using  our  knowledge,  our  common  sense, 
and  our  social  consciences. 

In  the  future  we  will  also  be  more  willing  to  oppose  the  powerful  move- 
ment that  is  currently  under  way  to  glorify  cocaine.  Now  that  the  many 
influential  advocates  of  marihuana  have  achieved  their  execrable  goal 
it  is  quite  clear  that  the  next  drug  to  be  liberated  will  be  cocaine.  My 
prediction  here  is  that  this  campaign  will  fail  and  that  cocaine  will 
never  generate  the  excitement  necessary  for  its  redefinition  as  a legiti- 
mate recreational  drug. 
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In  the  future  I have  no  doubt  that  we  will  become  far  more  severe  with 
the  intoxicated  driver  and  the  intoxicated  criminal  We  will  deal  ap- 
propriately with  any  criminal  act  they  may  have  perpetrated  and  we 
will  no  longer  allow  the  fact  of  their  intoxication  to  be  a mitigating  cir- 
cumstance in  the  interests  of  their  defense.  In  the  case  of  the  drunk 
driver  we  will  seize  not  only  his  licence  but  also  his  automobile  and  we 
will  take  good  care  of  both  of  these  for  at  least  a year  following  even  a 
first  offense. 

We  will  let  the  Breathalyzer  be  used  at  the  scene  of  an  accident  and  it 
will  be  an  offense  to  refuse  to  submit  to  this  test.  We  will  do  this  even 
though  we  are  fully  cognizant  of  and  appreciative  of  the  ancient  rule 
that  no  person  should  be  caused  to  incriminate  himself.  In  public  hy- 
giene, a field  whose  limits  can  be  defined,  this  rule  has  not  applied  for 
many  years.  If  a man  is  suspected  of  being  a victim  of  syphilis  he  can  be 
compelled  to  submit  to  any  diagnostic  procedure  that  is  available.  And 
when  26,000  people  are  actually  killed  by  drunk  drivers  in  North 
America  every  year  we  must  recognize  that  we  deal  here  with  a public 
hygiene  problem  of  the  greatest  magnitude. 

We  should  also  allow  duly  qualified  people  to  take  samples  not  only  of 
breath  but  also  of  saliva,  urine,  and  perhaps  even  blood  within  a few 
minutes  following  an  accident  in  which  it  is  suspected  that  the  driver 
was  intoxicated.  In  the  future  it  will  be  astounding  mixtures  of  chemi- 
cals that  will  diminish  the  capacity  of  people  to  operate  machinery 
safely;  and  most  of  these  drugs  will  not  be  detectable  in  the  breath. 

In  the  future  we  will  be  far  more  critical  of  the  rage  for  methadone 
maintenance  treatment.  We  have  seen  the  emergence  of  primary 
methadone  addiction  and  we  know  that  this  drug  is  every  bit  as  vicious 
as  heroin. 

Recreational  Use 

The  manufacturers  of  alcoholic  beverages  exhibited  much  righteous 
resentment  when  it  was  suggested  that  their  products  should  contain 
prophylactic  doses  of  assorted  vitamins.  The  idea  in  that  case  was  to 
protect  the  excessive  drinker  from  the  deficiencies  that  were  held  to  be 
factors  in  the  etiology  of  cirrhosis.  The  beverage  industry  protested  on 
the  grounds  that  they  were  not  in  the  business  of  making  medicines. 
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They  were  producers  of  various  recreational  juices  and  that  was  all.  Yet 
it  was  always  true  that  many  of  their  patrons  used  their  products  as 
tranquillizers. 

What  about  the  exact  opposite  of  this  situation?  What  if  it  could  be 
shown  that  a certain  number  of  people  used  the  mood  modifying 
prescription  drugs  for  a purpose  indistinguishable  from  that  of  alcohol? 
I will  predict  now  that,  within  the  next  few  years,  a very  exhaustive  and 
convincing  study  will  be  done  to  determine  why  most  of  these  anti- 
anxiety agents,  sedative-hypnotics,  tranquillizers,  stimulants,  and  anti- 
depressants are  really  used.  And  this  study  will  reveal  that  they  are  not 
ordinarily  used  to  treat  unendurable  anxiety,  unhinging  insomnia,  and 
morbid  depression.  It  will  reveal  that  most  users  on  most  occasions  take 
these  drugs  electively  just  as  they  might  have  otherwise  used  alcohol. 

But  alcohol  is  not  a medicine  and  therefore  the  government  taxes  it 
savagely  and  relentlessly.  My  prediction,  then,  is  that  after  it  has  been 
conclusively  shown  that  such  drugs  as  diazepam  (Valium),  chlor- 
diazepoxide  (Librium),  methyprylong  (Noludar),  meprobamate  (Mil- 
town),  glutethimide  (Doriden),  and  methylphenidate  (Ritalin)  are  in 
fact  used  most  commonly  in  ways  that  could  not  be  described  as  medi- 
cal then  they  must  be  described  as  recreational  in  the  same  way  as 
alcohol  is  now  defined.  The  government,  on  recognizing  this  truth,  will 
then  pass  sumptuary  laws  that  are  quite  similar  to  those  that  now  apply 
to  alcohol. 

Introduction  of  Pharmacare 

The  pharmaceutical  houses  will  duly  protest  that  their  products  are  all 
bona  fide  medicines  and  should  not,  on  that  account,  be  punitively  tax- 
ed. But  the  study  will  be  conclusive  and  many  great  experts  will  attest 
to  its  validity.  And  it  will  be  solemnly  pointed  out  that,  just  as  the  per 
capita  consumption  of  alcohol  varies  directly  with  cost  and  availability, 
so  will  the  per  capita  consumption  of  all  these  medical  obliteratives. 
The  beverage  industry  will  permit  itself  a brief  smile  but  the  phar- 
maceutical and  medical  industries  will  express  only  outrage.  A great 
controversy  will  develop  in  the  late  70s  around  the  question  of  what 
constitutes  legitimate  and  necessary  consumption  of  these  constantly 
more  potent  drugs.  In  the  end,  of  course,  this  furious  debate  will  com- 
pletely subside  following  the  introduction  of  Pharmacare  because  with 
such  a plan  the  possibility  of  control  through  high  taxation  will  be  ut- 
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terly  eliminated.  If  a litre  of  Valium  should  cost  $100  in  1980  no  one 
will  care  because  by  then  the  government  will  be  pleased  to  pay  for  the 
entire  week  of  continuous  intoxication.  Still  later,  drugs  that  are  known 
to  interfere  with  brain  function  will  be  excluded  from  the  Pharmacare 
list.  They  will  then  be  heavily  taxed,  and  their  per  capita  consumption 
will  decline. 

Impressive  Success 

In  the  future  we  will  also  take  a very  close  look  at  the  experience  of 
sports  with  regard  to  drugs.  It  was  recognized  by  all  of  the  amateur 
organizations  that  the  use  of  drugs  was  absolutely  deleterious.  They 
passed,  accordingly,  the  most  stringent  doping  control  regulations  and 
these  have  effectively  checked  the  use  of  psychoactive  drugs  in 
amateur  sports.  The  professionals,  I regret  to  say,  have  been  massively 
unaffected  by  the  seriousness  of  the  people  from  whom  they  gain  their 
recruits.  While  I do  not  propose  that  we  should  ever  try  to  apply  such 
prohibitively  severe  measures  to  the  general  population  it  would  not  be 
out  of  order  to  study  the  approach  of  organized  amateur  sports  to  this 
problem  and  to  note  their  altogether  impressive  degree  of  success. 

Counteracting  the  Persuaders 

In  the  past  a great  deal  of  very  stimulating  and  persuasive  advertising 
has  been  devoted  to  the  promotion  of  drug  use.  It  seems  to  me  that  the 
great  organizations  involved  in  education  and  treatment  will  now  study 
very  closely  the  methods  used  by  these  clever  advertisers.  Television, 
they  will  discover,  is  a formidable  medium  and  they  will  learn  to  use 
this  invention  with  equal  cash  to  counteract  the  persuaders  who  would 
bring  about  fast  relief,  leave  you  breathless,  or  bring  you  home  to  your 
beer.  We  will  become  far  more  sophisticated  in  the  use  of  the 
electronic  media  in  the  future.  And  in  this  regard,  we  will  free  our- 
selves from  our  paralyzing  fear  of  the  expression  “scare  tactics.” 

In  the  next  few  years  we  will  also  see  much  further  development  of 
courses  in  addiction  counselling.  It  is  completely  unnecessary  for 
everyone  in  the  treatment  field  to  be  a psychiatrist,  a social  worker,  or  a 
psychologist,  and  highly  trained  addictionists  from  a variety  of  dis- 
ciplines would  make  an  immense  contribution  to  the  treatment  of  drug 
afflicted  people. 

Addiction  studies  have  for  too  long  been  male  centred.  It  may  be  that 
until  recently  women  actually  did  not  drink  as  much  as  men,  smoke  as 
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much  as  men,  and  drop  acid  with  the  frequency  of  men.  But  this  situa- 
tion has  changed  very  rapidly  and  far  more  studies  will  be  devoted  to 
this  important  matter  in  the  future. 

Next  Great  Wave 

And  finally,  I must  return  to  the  group  of  drugs  that  will  undoubtedly 
present  a problem  comparable  in  severity  to  that  of  alcohol  in  the  years 
ahead.  Indeed,  if  we  must  have  an  interest  in  fashion  then  let  this  be 
the  next  great  wave.  The  time  is  long  overdue  for  a concerted  attempt 
to  check  the  increasing  per  capita  consumption  of  the  mood-modifying 
prescription  drugs.  Many  of  these  preparations  are  tremendously  psy- 
choactive and  vicious.  And,  of  course,  the  future  will  be  more  and  more 
characterized  by  the  use  of  multiple  drugs.  A couple  of  martinis,  20  mg 
of  diazepam,  a few  antihistamine  tablets  from  across  the  counter,  and  a 
1976  Chevrolet  are  all  the  ingredients  necessary  for  the  creation  of  a 
public  hygiene  problem  of  the  first  magnitude.  We  must  become  far 
more  serious  about  this  aspect  of  culture  because  it  will  press  upon  us 
with  great  force  in  the  years  to  come.  These  psychoactive  drugs  are  cer- 
tain to  become  a most  significant  part  of  the  chemophilic  society  and  it 
is  quite  apparent  that  unless  there  is  far  more  public  education  and 
governmental  regulation,  their  triumph  will  be  more  complete  with  ev- 
ery passing  year. 

In  the  spirit  of  public  hygiene  it  could  be  said  that  every  man  and 
woman  does  not  have  the  inalienable  right  to  all  three  of  life,  liberty, 
and  the  pursuit  of  intoxication.  It  must  be  our  purpose  to  develop 
means  whereby  we  can  check  the  current  rate  of  increase  in  the  per 
capita  consumption  of  all  intoxicants.  That  is  a serious  goal,  but  it  will 
never  be  achieved  by  those  of  us  who  will  continue  to  believe  that  drug 
dependence  is  victimless,  that  it  is  not  a problem  in  public  hygiene; 
and  that  the  ideal  society  is  one  in  which  all  persons  must  be  free  to 
achieve  the  altered  state  of  consciousness  through  intoxication 
whenever  it  pleases  them  to  do  so. 
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by  Jan  de  Lint 


Although  I have  worked  for  many  years  in  the  general  area  of  alcohol 
use  as  it  relates  to  alcohol  problems,  I continue  to  be  much  impressed 
with  the  awesome  complexities  in  this  field  of  study.  Indeed,  I do  not 
know  of  any  substance  where  such  a wide  variety  of  use  patterns  and  so 
many  probable  effects  on  health  and  behavior  have  been  documented 
or  presumed. 

Impressive  Variety 

Beverage  alcohol  is  most  certainly  an  extremely  versatile  food,  con- 
sumed by  many  persons  at  very  different  occasions  and  for  very 
different  reasons.  It  is  consumed  in  quite  moderate  quantities  but  also 
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in  near-lethal  amounts,  frequently  or  only  on  rare  occasions,  in  the 
form  of  beer  or  as  a distilled  beverage,  with  or  without  other  foods,  and 
so  forth.  Within  a society,  but  even  more  so  cross-culturally,  a very  im- 
pressive variety  of  use  patterns  has  been  described. 

Several  of  these  uses  have  been  implicated  in  health  damage  and  other 
problems.  Thus,  on  the  basis  of  many  clinical,  prospective  (follow  up), 
and  retrospective  (life  history)  investigations,  it  would  appear  that  ex- 
cessive alcohol  use  may  affect  almost  every  part  of  the  human  body— 
the  brain,  muscles,  skin,  bones,  heart,  digestive  and  respiratory  tracts, 
liver,  pancreas,  and  prostrate  glands. 

In  addition,  such  use  may  lead  to  physical  dependency  on  alcohol  as  in- 
dicated by  increased  tolerance  to  its  effects  and  withdrawal  symptoms, 
to  severe  emotional  depressions,  and  to  a variety  of  other  problems  in 
the  area  of  human  functioning  and  general  well  being. 

What  Is  Alcohol-Related? 

The  complexity  of  assessing  the  role  of  the  different  types  of  beverage 
alcohol  in  relation  to  health  damage  and  other  problems  can  further  be 
illustrated  if  we  consider  the  many  ways  in  which  use  patterns  may  be 
linked  to  these  problems.  What  specifically  is  meant  in  each  instance  of 
damage  by  the  term  “alcohol-related?”  Premature  aging  of  bone  tissue, 
suicide,  pneumonia,  cirrhosis  of  the  liver,  accident,  cancer  of  the 
esophagus,  financial  ruin,  divorce,  depressed  state  of  mind,  and  skin 
disease,  are  among  the  numerous  problems  which  frequently  have 
been  labeled  alcohol-related.  However,  in  each  instance  the  link  bet- 
ween the  specific  use  pattern  and  the  problem  behavior  or  condition 
may  be  quite  different. 

For  instance,  the  route  from  a consumption  pattern  to  a problem  can 
be  rather  short  and  direct,  as  in  the  case  of  liver  damage  following 
chronic  excessive  alcohol  use.  Or,  it  may  happen  that  such  use  initially 
leads  to  family  and  job  difficulties,  then  to  increased  exposure  to  hazar- 
dous conditions  such  as  living  in  cheap  boarding  houses  with  no  fire 
escapes,  to  a depressed  state  of  mind,  to  negligence,  and  eventually, 
following  an  intoxicating  drinking  episode,  to  an  accidental  death  by 
burning.  Thus,  in  the  case  of  some  problems  labeled  alcohol-related, 
very  few  factors  other  than  alcohol  consumption  are  implicated;  in  the 
case  of  others,  many  factors  may  have  contributed. 
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And— to  add  to  these  difficulties  — it  is  painfully  evident  from  the 
literature  that  gross  discrepancies  exist  between  the  volume  and  the 
quality  of  data  substantiating  the  many  linkages  that  have  been  pro- 
posed between  alcohol  use  and  alcohol  problems.  Some,  in  my  view, 
have  been  well  documented;  others  remain  rather  impressionistic. 

Pertinent  Results 

Because  of  the  wide  variety  of  alcohol-use  patterns  and  alcohol  prob- 
lems, the  vast  complexities  inherent  in  the  ways  in  which  they  may  be 
connected,  and  the  chronic  lack  of  good  quality  data,  it  is  not  today,  nor 
will  it  be  in  the  near  future,  possible  to  determine  with  certainty  the 
relevance  of  beverage  differences  with  respect  to  all  forms  of  alcohol- 
related  damage.  However,  a considerable  number  of  investigations  has 
yielded  results  more  or  less  pertinent  to  this  issue. 

Human  experiments  have  demonstrated  higher  peak  blood  alcohol 
levels  after  the  ingestion  of  distilled  spirits  than  after  the  ingestion  of 
the  same  quantity  of  alcohol  in  beer  and  wine.  Animal  experiments 
have  indicated  the  toxicity  of  certain  congeners  (other  drug-like  subs- 
tances) present  in  some  alcoholic  beverages  but  not  in  others.  Detailed 
comparisons  have  been  made  between  populations  (sampled  in  space, 
time,  or  by  some  other  characteristic)  to  assess  the  effect  of  different 
alcohol  use  patterns  on  the  rate  of  cirrhosis,  cancer  of  the  esophagus, 
delirium  tremens,  accidental  deaths,  arrests  for  drunkenness.  Life 
histories  of  persons  who  died  from  a cause  or  who  suffered  from  a dis- 
ease known  or  suspected  to  be  alcohol-related  have  been  studied. 
There  have  been  prospective  investigations  of  the  subsequent  mor- 
tality in  samples  of  excessive  drinkers,  and  finally,  clinical  research  has 
related  self-reported  consumption  behavior  to  the  nature  and  extent  of 
morbidity  (disease)  and  of  behavioral  problems  found  among  patients 
in  alcoholism  clinics. 

Effects  on  Total  Consumption 

Many  of  the  data  resulting  from  the  epidemiological  and  clinical  in- 
vestigations have  clearly  indicated  that,  in  populations  with  high  over- 
all levels  of  consumption,  high  rates  of  chronic  excessive  use  and  high 
rates  of  problems  typically  related  to  such  use  occur. 

Although  in  several  instances  the  quality  of  the  data  supporting  this 
position  may  be  questioned,  it  is  important  to  note  that  no  findings  ex- 
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In  the  predominantly  Roman  Catholic  grape-growing 
regions  in  Europe  (here  Portugal)  a long  tradition  of 
viticulture  and  a larger  acceptance  of  alcohol  use  in 
everyday  life  prevails. 
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ist  that  would  support  the  opposite  view  — namely  that  a high  overall 
level  of  consumption  can  occur  in  the  absence  of  a high  rate  of  ex- 
cessive alcohol  use.  And,  indeed,  many  of  the  studies  concerned  with 
the  etiological  relevance  of  the  differences  between  beers,  wines,  and 
distilled  spirits  in  alcohol  problems  seek  to  control  for  the  known  effect 
of  overall  level  of  consumption. 

A few  years  ago,  the  relative  contribution  of  distilled  spirits  consump- 
tion to  total  consumption  was  often  rather  high  in  the  so-called  low 
consumption  countries  whereas  the  relative  contribution  of  wine  con- 
sumption to  total  consumption  tended  to  be  high  in  the  so-called  high 
consumption  countries.  But,  before  we  rush  to  the  conclusion  that  use 
patterns  involving  distilled  spirits  are  typically  associated  with  moder- 
ate overall  levels  of  alcohol  use  and  that  use  patterns  involving  wines 
are  typically  associated  with  high  overall  levels  of  alcohol  use,  we 
should  take  note  of  some  other  important  differences  between  these 
two  groups  of  countries. 

In  the  predominantly  Roman  Catholic  grape-growing  regions  in 
Europe  a long  tradition  of  viticulture  and  a high  acceptance  of  alcohol 
use  in  everyday  life  prevails.  As  a result,  alcohol  taxes  are  low  and 
wines  are  readily  available.  In  contrast,  in  many  of  the  Protestant  coun- 
tries a strong  Temperance  movement  existed  which  meant  a lower 
level  of  acceptance  of  alcohol,  higher  taxes,  and  more  rigid  control  laws. 

Lessons  from  Abroad 

Attempts  to  reduce  the  consumption  of  distilled  spirits  in  countries 
such  as  Denmark  and  Belgium  after  World  War  1 or  Czechoslovakia 
after  World  War  11  are  of  some  interest  in  this  context.  Initially  large 
increases  in  the  tax  on  spirituous  liquors  and  other  control  measures 
lead  to  a decline  in  overall  consumption  but,  shortly  after  these  fiscal 
policies  had  been  implemented,  a large  scale  shift  to  beer  use  occurred 
and  previous  levels  of  overall  consumption  were  again  attained. 

In  Finland  some  years  ago,  the  use  of  wines  and  beers  was  actively  pro- 
moted by  the  State  Alcohol  Monopoly  on  the  advice  of  its  scientists.  It 
was  argued  that,  as  a result  of  these  policies,  so-called  desirable  drink- 
ing practices  involving  beers  and  wines  would  replace  so-called  un- 
desirable drinking  practices  involving  distilled  spirits.  These  expecta- 
tions were  not  borne  out.  While  the  frequency  of  drinking  occasions 
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involving  distilled  spirits  continued  to  increase,  the  frequency  of  those 
occasions  involving  beers  and  wines  rose  very  dramatically.  The  net 
result  was  a highly  significant  increase  in  overall  alcohol  consumption. 

Cumulative  Process 

Analysis  of  the  current  trends  towards  higher  and  higher  levels  of 
overall  alcohol  consumption  throughout  the  Western  World  has  clearly 
incriminated  the  proliferation  of  use  patterns  (occasions  to  drink)  as 
one  of  the  major  contributing  factors.  Thus  beer  consumption  has  risen 
very  rapidly  in  countries  where  at  one  time  beer  drinking  was  prac- 
tically non-existent,  occasions  involving  wines  are  now  much  more 
prevalent  in  countries  where  wine  consumption  used  to  be  relatively 
rare,  and  distilled  spirits  have  been  marketed  quite  successfully  in 
countries  where  traditional  usages  of  this  type  of  alcohol  beverage  were 
virtually  absent. 

Quantitatively,  the  cultural  diffusion  and  proliferation  of  use  patterns 
has  made  consumption  levels  among  countries  more  alike. 
Qualitatively,  it  has  lead  to  much  greater  similarity  in  the  array  of 
drinking  patterns  found  in  different  cultures  and  in  the  proportionate 
contributions  of  the  three  types  of  beverage  alcohol  to  total  consump- 
tion. Thus,  the  introduction  and  promotion  of  new  drinkmg  patterns 
and  new  occasions  for  alcohol  use  in  many  countries  apparently  have 
not  undermined  traditional  use  patterns,  but  have  been  added  to  them. 
The  net  result  has  been  a cumulative  process  of  increasing  consump- 
tion. 

Distinctions  Between  Beverages 

Similar  amounts  of  alcohol  consumed  as  beer,  table  wine,  fortified 
wine,  vodka,  whiskey,  cider,  etc.,  have  somewhat  different  effects  on  a 
person’s  state  of  health.  There  are  many  important  distinctions  bet- 
ween alcoholic  beverages  with  respect  to:  their  alcohol  content;  their 
caloric  equivalent;  the  presence  of  nutrients  other  than  alcohol;  the 
presence  of  congeners  such  as  isoamyl  alcohol,  n-propanol,  isobutanol, 
ethylacetate;  the  presence  of  other  ingredients  such  as  arsenic,  lead, 
iron,  cobalt,  histamines,  wormwood  oil;  the  presence  of  a variety  of  ad- 
ditives to  preserve  the  beverage  or  enhance  its  appearance  such  as 
sulphur  dioxide,  sodium  fluoride,  and  coloring  agents. 

The  results  of  several  human  experiments  have  shown  some  variation 
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r in  the  psychophysical  impairment  achieved  following  the  ingestion  of 
identical  quantities  of  ethanol  in  beverages  of  different  strength. 
However,  it  has  been  argued  that  these  findings  are  generally  not  ap- 
plicable to  actual  human  drinking  habits  and  that  they  do  not 
meaningfully  explain  the  nature  and  rate  of  occurrence  of  alcohol-re- 
lated health  damage. 

Data  obtained  in  a number  of  animal  experiments  have  indicated  that 
ethanol  contained  in  beverages  with  a high  congener  content  (e.g. 
bourbon,  whiskey)  affects  certain  physiological  functions  differently 
than  if  contained  in  beverages  with  a low  congener  content  (e.g. 
vodka).  Again  the  relevance  of  these  findings  with  respect  to  the 
nature  and  rate  of  occurrence  of  alcohol-related  health  damage  in 
human  drinkers  is  rather  uncertain. 

Other  Ingredients? 

The  consumption  of  some  alcoholic  beverages  may  occasionally  in- 
volve the  ingestion  of  potentially  harmful  ingredients  other  than 
ethanol. 

High  levels  of  arsenic  have  been  detected  in  wines  made  from  grapes 
extensively  sprayed  with  pesticides.  Some  skin  lesions  and  cancers 
have  been  attributed  to  the  consumption  of  these  wines.  Lead  has  ap- 
||  peared  in  moonshine  whiskey  causing  a variety  of  nervous  disorders. 
^ Iron  levels  are  high  in  some  Portuguese  and  Italian  wines  and  also  in 

Iso-called  bantu  beer.  Heavy  consumption  of  these  beverages  may  lead 
to  the  occurrence  of  tissue  siderosis,  a rather  benign  condition.  Foam 
stabilizing  cobalt  has  been  used  in  the  brewing  process,  causing  cardio- 
myopathy among  excessive  beer  drinkers.  Large  amounts  of 
histamines  present  in  red  wines  and  sherry  may  cause  headaches  and 
flushing.  So-called  wormwood  oil  found  in  absinthe  and  some  cheap 
vermouth  wines  can  cause  severe  central  nervous  disturbance  of  an 
epileptic  nature.  But,  to  be  sure,  the  beverage  alcohol  consumed  by  the 
vast  majority  of  today’s  drinkers  no  longer  contains  significant 
amounts  of  these  or  other  potentially  harmful  ingredients. 

Heavy  drinkers  of  one  class  of  beverage  alcohol  such  as  beer  may  also 
consume  more  carbohydrate  calories  than  similar  drinkers  of  another 
class  of  beverage  alcohol  such  as  distilled  spirits.  And  since  many  forms 
of  health  damage  among  excessive  drinkers  have  been  attributed  to 
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Although  the  beverage  alcohol  consumed  by  most 
people  is  relatively  pure  today,  this  was  not  always  the 
case.  The  moonshine  made  in  this  old  still  could  have 
contained  lead  which  causes  a variety  of  nervous 
disorders. 
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■ malnutrition— a relative  shortage  in  the  remainder  of  the  diet  of  such 
B nutrients  as  phosphates,  minerals,  proteins,  roughage,  B vitamins— 
the  calorie  equivalent  of  the  heavy  drinker’s  daily  intake  of  beverage 
^ alcohol  is  of  some  significance.  Indeed,  it  has  been  estimated  that  as 
L much  as  1,800  calories  may  be  consumed  in  the  form  of  beverage 
alcohol  by  a heavy  drinker.  It  would  therefore  be  of  interest  to  compare 
; the  typical  diets  of  heavy  drinkers  of  beers,  wines,  and  distilled  spirits 

■ with  respect  to  their  consumption  of  nutrients  other  than  liquid  car- 
- bohydrates. 

What  Is  the  Evidence? 

E But  before  we  become  too  much  enchanted  with  the  many  data  and 
^ speculations  related  to  studies  of  beverage  differences  in  alcohol  con- 
tent, caloric  equivalent,  or  the  presence  or  absence  of  ingredients  other 
i than  ethanol,  it  is  necessary  to  remember  that  alcoholic  beverages  of 
^ the  most  divergent  origin  and  composition  are  consumed  all  over  the 

■ world,  but  the  morbidity  and  mortality  profiles  associated  with  their  ex- 
: cessive  use  tend  to  be  quite  similar. 

' In  this  connection,  the  many  attempts  to  incriminate  one  type  of 
. beverage  alcohol  more  than  the  other  types  in  the  development  of  cir- 
; rhosis  of  the  liver  have  not  been  successful.  For  instance,  it  has  been 

L difficult  to  draw  firm  conclusions  from  the  observed  differences  bet- 
ween countries  in  rates  of  specific  beverage  consumption,  total  con- 
} . sumption,  and  death  from  liver  cirrhosis.  One  important  reason  is  that 
i in  the  low  consumption  countries,  the  proportion  of  non-alcoholic  cir- 
^ rhosis  to  all  cirrhosis  tends  to  be  rather  high  and  rates  of  cirrhosis 
r deaths  therefore  are  not  as  sensitive  to  fluctuations  in  alcohol  con- 
; sumption  as  are  similar  rates  in  high  consumption  countries.  In  addi- 
, tion,  countries  differ  considerably  in  their  diagnostic  and  recording 
\ procedures  of  cirrhosis  deaths.  For  instance,  some  deaths  that  would 
have  been  classified  in  the  Scandinavian  countries  as  alcohol  poison- 
ings would  be  classified  in  Baltimore  as  alcoholic  liver  cirrhosis  and  in 
' New  York  as  alcoholism.  Then  there  is  the  common  failure  in  such 
correlational  investigations  to  allow  for  the  latent  period  between  ex- 
posure and  development  of  this  disease.  And  finally— despite  a great 
deal  of  effort— available  alcohol  consumption  statistics  quite  often  de- 
■ scribe  actual  consumptions  much  better  in  one  country  than  in 
another. 
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To  illustrate  the  latter  difficulty,  a questionnaire  was  recently  sent  by 
the  Finnish  Alcoholism  Research  Group  to  national  statistical  offices 
of  138  countries.  The  group  sought  information  on  alcohol  production, 
trade,  consumption,  average  alcohol  content,  stocks,  and  utilization  for 
purposes  other  than  consumption  (e.g.  industrial).  Only  42  countries 
responded.  Figures  relating  to  trade  and  particularly  to  export  were  the 
most  readily  available.  Only  a fourth  of  the  returns  included  informa- 
tion on  beverage  strength  and  even  fewer  gave  information  on  changes 
in  stocks  and  quantities  of  alcohol  destined  for  industrial  and  other 
uses.  Very  little  was  learned  about  unrecorded  consumption  of 
beverages  produced  at  home  or  illegally.  As  to  beverage  type,  reporting 
was  most  complete  for  beer.  Cider  and  other  fermented  drinks  not 
made  from  grapes,  eluded  reporting  in  some  cases,  but  not  in  others.  As 
far  as  distilled  alcohol  is  concerned,  industrial  uses  were  sometimes  in- 
cluded in  the  consumption  data  and  the  alcohol  content  was  rarely 
specified. 

The  Significant  Variable 

Because  of  these  difficulties —variation  between  populations  in  the 
proportion  of  alcoholic  cirrhosis  to  total  cirrhosis,  in  the  recording  and 
diagnostic  procedures,  in  the  accuracy  of  consumption  data— investiga- 
tions of  temporal  (between  years)  rather  than  spatial  (between  coun- 
tries) differences  in  specific  beverage  consumption,  total  alcohol  con- 
sumption, and  rates  of  deaths  from  cirrhosis  have  often  produced  more 
meaningful  results.  Again,  these  studies  thusfar  have  not  incriminated 
any  class  of  beverage  alcohol  specifically  in  the  development  of  cir- 
rhosis, but  rather  suggested  that  wherever  increases  in  alcohol  con- 
sumption occur— whether  the  result  of  more  beer,  wine,  or  distilled 
spirits  consumption  — rates  of  death  from  this  disease  increase  as  well. 

The  results  of  numerous  retrospective  studies  of  persons  who  died  of 
cirrhosis  of  the  liver  or  who  were  suffering  from  this  disease  have  also 
lead  to  the  conclusion  that  the  total  alcohol  consumption  over  a drink- 
ing life  rather  than  the  specific  type  of  beverage  alcohol  involved  is  the 
significant  variable. 

Of  course,  a purist  may  frequently  object  to  the  type  of 'data  and 
methods  typically  employed  in  these  epidemiological  and  clinical 
studies.  However,  in  reply,  I would  argue  that  the  many  results  thusfar 
obtained  in  a wide  variety  of  these  studies  have  all  been  quite  consis- 
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The  introduction  and  promotion  of  new  drinking 
patterns  and  new  occasions  for  alcohol  use  in 
countries  such  as  Sweden  have  not  undermined 
traditional  use  patterns,  but  have  added  to  them. 
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tent  with  this  conclusion.  And  consistency  in  the  results  is  all  that  can 
be  reasonably  expected  in  this  field  of  inquiry. 

Inconclusive  Data 

Compared  to  the  literature  linking  cirrhosis  to  specific  beverage  con- 
sumption, relatively  few  studies  exist  on  the  role  of  such  consumption 
as  the  cause  of  cancers  of  the  upper  digestive  and  respiratory  tracts. 
Although  in  France  at  the  turn  of  the  century,  cancer  of  the  esophagus 
seemed  to  occur  very  often  in  drinkers  of  absinthe,  more  recent  data 
have  thusfar  failed  to  show  that  distilled  spirits  consumption  con- 
tributes more  to  the  incidence  of  these  diseases  than  do  the  uses  of 
beers  and  wines. 

Retrospective  studies  of  cardio-myopathy  unrelated  to  foam  stabilizing 
cobalt  are  also  not  conclusive.  Although  several  such  investigations 
have  indicated  many  years  of  heavy  beer  consumption  among  patients 
suffering  from  this  disease,  some  others  have  implicated  the  excessive 
use  of  the  more  concentrated  beverages  as  well. 

The  remarkable  decline  in  distilled  spirits  consumption  in  Denmark 
after  World  War  I has  been  linked  to  a significant  reduction  in  deaths 
from  delirium  tremens.  Unfortunately,  from  a scientist’s  point  of  view, 
the  rate  of  overall  alcohol  consumption  also  declined  considerably  dur- 
ing this  period.  However,  in  Czechoslovakia  after  World  War  1 1,  a shift 
to  beer  consumption  was  achieved  without  bringing  about  a decrease 
in  overall  consumption  and  again  a significant  reduction  in  deaths  from 
delirium  tremens  was  observed.  And,  although  the  results  of  many 
retrospective  investigations  have  shown  delirium  tremens  to  occur  in 
beer  and  wine  drinkers  as  well  as  in  distilled  spirits  drinkers,  it  would 
appear  that  excessive  users  of  the  more  concentrated  variety  of 
beverage  alcohol  are  at  a higher  risk. 

Good  Follow-up  Needed 

Attempts  to  demonstrate  that  the  use  of  one  type  of  beverage  alcohol  is 
more  often  involved  in  alcohol-related  accidents  than  the  uses  of  other 
types,  have  not  been  too  successful.  Among  the  difficulties  encoun- 
tered in  this  area  of  research  is  the  tendency  among  drinking'drivers  to 
report  beer  consumption  rather  than  the  consumption  of  distilled 
spirits.  It  is  also  difficult  to  determine  what  values  to  expect  in  a given 
area  at  a certain  time:  what  percentage  of  persons  in  the  age  and  in- 
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come  range  of  the  accident  victim  can  be  expected  to  have  been  drink- 
ing any  of  the  three  classes  of  beverage  alcohol  in  that  area  at  that  time. 

Eventually  more  conclusive  evidence  regarding  the  role  of  specific 
beverage  consumption  in  alcohol-related  health  damage  must  come 
from  carefully  detailed  prospective  investigations  rather  than  from 
retrospective  and  correlational  research.  Although  all  such  studies 
typically  report  high  mortality  from  liver  cirrhosis,  suicide,  car- 
diovascular diseases,  pneumonia,  cancers  of  the  upper  digestive  and 
respiratory  tracts,  and  accidents,  only  very  few  have  paid  some  atten- 
tion to  the  possible  relevance  of  beverage  differences.  One  which  did 
was  a study  investigating  patients  treated  for  alcoholism  in  the  State 
Psychiatric  Hospital  in  Vienna.  It  was  found  those  who  consumed  dis- 
tilled spirits  to  be  more  advanced  in  their  alcoholism  and  to  have  a 
higher  rate  of  death  than  those  who  drank  wines  or  beers.  But,  a 
marked  difference  in  average  ethanol  intake  was  noted  between  these 
groups. 

Other  Possible  Effects 

Is  there  a relationship  between  beverage  differences  and  alcohol-re- 
lated problems  other  than  disease  and  death? 

I do  not  know  of  any  data,  experimental  or  otherwise,  that  would  indi- 
cate the  relevance  of  beverage  differences  with  respect  to  the  loss  of 
control  phenomenon.  I would  suspect  that  if  it  were  possible  to  define 
this  behavior  or  condition  meaningfully,  some  studies  probably  would 
have  been  made  regarding  the  possible  significance  of  beverage 
differences.  As  far  as  other  alcohol-related  problems  are  concerned 
such  as  chronic  depressions,  family  breakdown,  and  loss  of  job,  I would 
suggest  that  the  connection  between  the  use  pattern  and  the  problem 
condition  is  a lengthy  one  and  may  involve  many  other  factors.  For 
these  reasons  I do  not  think  that  the  specific  type  of  beverage  alcohol 
involved  in  the  excessive  drinking  which  eventually  lead  to  these  prob- 
lems could  possibly  be  of  much  relevance. 

Importance  of  Priorities 

Many  of  us  would  agree,  I presume,  that  alcohol  is  potentially  a hazar- 
dous commodity  and  that,  therefore,  taxation  and  other  restrictions 
aimed  at  controlling  its  availability  are  necessary  from  a public  health 
point  of  view.  Indeed,  in  practically  every  country  some  alcohol  control 
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Analysis  of  current  trends  towards  higher  and  higher 
levels  of  overall  alcohol  consumption  throughout  the 
Western  World  has  clearly  Incriminated  the 
proliferation  of  occasions  to  drink  as  one  of  the  major 
contributing  factors. 
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policies  have  been  implemented.  The  nature  and  direction  of  these 
policies  is,  however,  a very  sensitive  and  controversial  issue.  Although 
we  cannot  ignore  the  fact  that,  since  ancient  times,  alcoholic  beverages 
have  been  an  integral  part  of  many  cultures  and  that  their  moderate 
use  is  quite  pleasurable  and  relatively  harmless,  we  can  also  not  ignore 
the  vast  amount  of  epidemiological  and  clinical  evidence  which  sug- 
gests that  in  high  consumption  populations  high  rates  of  alcohol-re- 
lated health  problems  occur.  Admittedly,  there  are  many  gaps  in  the 
evidence,  specifically  where  it  concerns  the  exact  nature  of  the  con- 
nection between  damage  and  use  pattern  and  where  it  concerns  the 
etiological  relevance  of  other  factors  such  as  genetic  predisposition, 
early  childhood  trauma,  depressed  state  of  mind,  neglect  of  proper 
health  care,  and  in  the  many  forms  of  damage  labeled  “alcohol  re- 
lated.” 

In  this  field  of  inquiry— the  interplay  between  lifestyle  and  health 
damage— incomplete  evidence  is,  of  course,  something  we  must  learn 
to  live  with.  It  will  never  be  otherwise.  And  therefore,  public  health 
policies  — as  they  affect  lifestyle— can,  at  best,  be  based  on  evidence 
suggesting  a high  probability  of  certain  events  occurring  if  specific 
measures  are  implemented. 

The  first  priority  in  alcohol  policies  is  to  stabilize,  as  much  as  is  possi- 
ble, the  current  trend  towards  more  and  more  drinking  occasions,  high- 
er levels  of  consumption,  and  higher  rates  of  alcohol-related  mortality 
and  morbidity.  Emphasis  on  the  differences  between  the  major  types 
of  beverage  alcohol— although  undoubtedly  relevant  in  some  instances 
of  damage— must  not  hinder  the  pursuit  of  these  goals. 
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‘In  gluttony  there  must 
be  eating,  in 
drunkenness  there  must 
be  drinking; 

Tis  not  the  eating,  nor 
’tis  not  the  drinking  that 
is  to  be  blamed,  but  the 
excess. '' 

John  Selden  (1584  - 1654), 
Table  Talk  LIV 
(as  recorded  by 
his  secretary, 

Richard  Milward, 
and  first  published 
in  London  in  1689) 
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^ excessive 
ffciufvioa 


by  Richard  Gilbert 

Four  things  are  proposed  in  this  article.  The  first  is  that  the  pharmacological 
effects  of  drugs  may  not  have  very  much  to  do  with  drug  abuse.  The  second  is 
that  drug-taking  in  itself  is,  generally  speaking,  neither  harmful  nor  un- 
desirable. Drug-taking  need  pose  a problem  only  when  it  is  excessive,  that  is 
to  say,  when  it  occurs  with  frequency  sufficient  to  disrupt  the  effective  func- 
tioning of  an  organism  (either  a person  or  an  animal).  Thirdly,  because  it  is 
the  excessive  nature  of  the  drug-taking  behavior  that  is  the  problem,  just  as 
much  as  the  fact  that  drugs  are  involved,  it  is  probably  as  wise  to  search  for 
■ the  causes  of  drug  abuse  among  the  causes  of  all  kinds  of  excessive  behavior 
as  it  is  to  focus  upon  the  peculiarly  pharmacological  aspects  of  the  drug-tak- 
ing situation.  For  example,  alcoholism  may  have  as  much  in  common  with 
j overeating  as  it  has  with  social  drinking.  The  fourth  proposal  is  that  a re- 
j cently  discovered  experimental  procedure  known  as  schedule  induction,  which 

I is  capable  of  generating  vast  amounts  of  apparently  unadaptive  behavior, 
may  provide  a useful  model  for  excessive  human  behavior  generally,  and 
drug  abuse  in  particular. 


? Dr,  Gilbert  is  a scientist  in  the  psychological  laboratory  at  the  Addiction  Research  Foun- 
■ dation.  References  for  this  article,  which  is  based  on  a talk  given  in  the  Foundation’s 
> Clinical  Institute  and  elsewhere  during  last  fall  and  winter,  are  available  on  request. 


Why  do  organisms  take  psychotropic  drugs?  The  obvious  answer  is  ' 
that  these  drugs  are  taken  for  the  desirable  pharmacological  effects 
they  provide.  Alcohol  is  consumed  to  sedate  and  to  release  inhibitions. 
Heroin  is  injected  to  relieve  pain  and  to  achieve  euphoria.  Caffeine,  is 
taken  to  aid  wakefulness.  LSD  is  used  to  promote  hallucinations.  In  ad- 
dition, chronic  use  of  psychotropic  drugs  causes  dependence,  and  a 
drug  may  be  taken  more  for  its  ability  to  relieve  abstinence  symptoms 
than  for  its  other  effects. 

The  problem  with  the  obvious  answer  is  that  there  is  much  evidence  to  ; 
suggest  that  drug  use  has  quite  different  causes,  and  indeed  that  some 
drugs  may  be  taken  in  spite  of  rather  than  because  of  their  phar- 
macological effects.  I 

Role  of  Nicotine 

Nicotine  is  a good  example.  Cigarette  smoking  is  a prevalent  and  dan- 
gerous habit,  difficult  to  discard  and  generally  thought  to  be  main- 
tained by  dependence  on  nicotine.  If  people  smoke  in  order  to  achieve 
or  maintain  a nicotine  blood  level  one  would  expect  that  reducing  the 
nicotine  content  of  cigarettes  would  produce  a compensating  increase 
in  the  number  of  cigarettes  smoked. 

The  results  of  many  studies  indicate  that,  at  best,  there  is  only  partial 
compensation.  For  example,  in  one  study  when  the  effect  of  substitut- 
ing high  or  low-nicotine  cigarettes  for  regular  cigarettes  during  five- 
hour  portions  of  the  working  day  was  examined,  it  was  found  that  the 
10  subjects  nowhere  near  compensated  for  the  changes  in  nicotine 
content,  although  there  were  increases  and  decreases  in  the  number 
smoked.  The  authors  concluded  that  their  data  “support  the  view  that 
smoking  is  modified  to  regulate  nicotine  content.”  It  was  pointed  out 
that  tar  and  nicotine  content  are  almost  perfectly  correlated  in  com- 
mercially available  cigarettes.  The  taste  of  cigarettes  is  largely  deter- 
mined by  their  tar  content.  Thus  it  is  quite  possible  that  subjects 
smoked  fewer  high-nicotine  cigarettes  because  of  their  strong  taste. 

Another  study  controlled  for  tar  and  taste  by  asking  heavy  smokers  to 
switch  for  three  weeks  to  lettuce-leaf  cigarettes  to  which  varying 
amounts  of  nicotine  had  been  added.  Subjects  smoked  fewer  lettuce  ^ 
cigarettes  than  regular  cigarettes  (a  mean  of  15.6  per  day  as  opposed  to  ^ 
23.1  per  day).  But  consumption  of  lettuce  cigarettes  was  quite  indepen-  ^ 
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dent  of  their  nicotine  content,  which  ranged  from  0.0  to  2.25 
milligrams  per  cigarette  (the  usual  range  is  1.2- 1.6  mg).  Experience 
with  the  stronger  tasting  and  generally  less  acceptable  lettuce  cigarettes 
reduced  subsequent  consumption  of  their  regular  cigarettes  to  a mean 
of  17.0  per  day,  at  least  for  one  week. 


i Strongest  of  Drug  Habits 

[ Yet  another  line  of  research  has  been  to  administer  nicotine  indepen- 
dently of  cigarettes.  Seventeen  smokers  were  given  either  lactose  or  10 
: milligrams  of  nicotine  in  capsule  form  five  times  a day  for  two  days 
; each.  When  lactose  was  ingested  mean  consumption  of  their  regular 
^ cigarettes  was  24.1  per  day.  When  50  milligrams  of  nicotine  were  in- 
! gested  per  day— an  amount  probably  well  in  excess  of  the  mean  total 
^ daily  intake  from  their  cigarettes  (about  35  mg/day)— cigarette  con- 
sumption still  averaged  22.4  per  day.  Thus  this  very  high  nicotine  dose 
: had  little  effect. 


: A study  that  may  be  very  significant  in  its  elucidation  of  the  controlling 
variables  in  cigarette  smoking  was  one  in  which  18  smokers  were  given 
halved  regular  cigarettes  for  one  week  and  told  only  to  smoke  as  far  as 


“Some  drugs  may  be  taken  in  spite  of 
rather  than  because  of  their  phar- 
macological effects.” 
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the  halfway  line  on  full-size  cigarettes  for  another  week.  Both  pro-  ^ 
cedures  produced  a non-significant  increase  over  daily  regular  cigarette  | 
consumption.  This  effect  seemed  to  persist:  consumption  was  27.3  per  I 
day  during  the  fourth  week,  when  regular  cigarettes  were  smoked 
again.  These  data  suggest  that  nicotine  is  not  an  important  factor  in  the 
regulation  of  cigarette  consumption,  and,  moreover,  that  lighting  a 
cigarette  may  be  more  important  than  smoking  it.  (When  I was  an  un- 
dergraduate student,  a professor  of  mine  would  light  a cigarette 
whenever  his  lecture  was  interrupted  by  a question.  Often  he  was  I 
already  smoking  one.) 

I have  dwelt  on  supposed  nicotine  dependence  for  two  reasons.  One  is 
that  some  of  the  best  experiments  on  the  role  of  pharmacology  in  drug 
dependence  have  been  done  on  nicotine’s  role  in  smoking.  The  other  is 
that  smoking  may  be  the  strongest  of  drug  habits,  even  stronger  than  / 
heroin  use.  A study  of  the  278  English  opiate  users  who  were  asked  to  | 
rank  drugs  according  to  their  “need”  for  them,  found  that  cigarettes  v 
were  the  most  needed  drug,  ahead  of  alcohol,  coffee,  tea,  barbiturates, 
amphetamines,  hallucinogens,  and  even  opiates,  including  heroin.  It 
was  also  observed  that  three  out  of  four  smokers  want  to  or  have  tried 
to  stop  smoking,  that  only  15  percent  do  stop,  and  that  only  two  percent 
can  engage  in  occasional  smoking.  Even  this  most  powerful  of  drug  ^ 
habits  is  not  clearly  dependent  on  the  pharmacological  properties  of  , 
the  ingested  compound. 

I mportance  of  Patterns 

Caffeine  is  probably  the  most  widely  used  drug.  According  to  the  • 
results  of  a survey  of  drinking  practices  conducted  for  the  Addiction 
Research  Foundation,  well  over  90  percent  of  Ontario’s  adult  popula-  . 
tion  use  it.  Physical  dependence  on  caffeine  is  associated  with  the  use  J 
of  five  or  more  cups  of  coffee  a day.  In  Ontario,  it  would  appear  that  ■ 
about  25  percent  of  the  adult  population  is  physically  dependent  on  ^ 
caffeine.  ■ 

Do  heavy  coffee  drinkers  drink  coffee  because  they  are  physically  de- 
pendent on  caffeine?  Our  survey  data  suggest  that  there  are  other  / 
sources  of  control.  In  examining  diurnal  patterns  of  consumption  of  i 
coffee  and  tea  by  the  1,883  participating  Ontario  adults,  we  found  that  I 
coffee  is  drunk  mainly  between  meals,  breakfast  being  the  exception,  | 
and  that  tea  is  drunk  mainly  at  meals.  Coffee  consumption  tends  to  | 
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“Nicotine  is  not  an  important  factor  in  the 
regulation  of  cigarette  consumption.” 


decline  during  the  day  and  tea  consumption  tends  to  increase.  The  two 
beverages  are  pharmacologically  very  similar,  and  thus  the  patterning 
of  consumption  is  probably  related  to  other  variables.  Furthermore,  the 
consumption  pattern  of  heavy  drinkers  of  each  beverage  differs  little 
from  the  consumption  pattern  of  regular  drinkers.  What  varies  chiefly 
is  the  amount  drunk  in  each  period.  Clearly  non-pharmacological 
features  determine  the  major  variables,  what  is  drunk  and  when  it  is 
drunk.  Control  over  the  actual  quantities  consumed  could  also  be  non- 
pharmacological. 

In  the  same  survey,  a strong  correlation  was  discovered  between 
cigarette  smoking  and  coffee  consumption  but  not  tea  consumption. 
The  difference  is  probably  related  to  the  patterning  of  the  two 
beverages.  Tea  is  drunk  at  meals,  coffee  between  meals— when 
cigarettes  are  usually  smoked.  People  who  drink  a lot  of  coffee  and 
smoke  a lot  may  experience  environments  that  cause  them  to  over- 
behave between  meals.  Conversely,  people  who  drink  a lot  of  tea  may 
be  caused  to  overbehave  at  meals.  It  would  be  nice  to  know  if  heavy  tea 
drinkers  tend  to  be  overweight. 
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“Smoking  may  be  the  strongest  of  drug 
habits,  even  stronger  than  heroin  use.” 


Vietnam  Surprise  > 

Situation  dependency  also  seems  to  be  a conspicuous  feature  of  heroin 
and  alcohol  use.  Heavy  users  often  cease  excessive  drug  use  when  the  } 
environment  is  changed— often,  too,  without  apparent  withdrawal  i 
symptoms.  The  expected  avalanche  of  heroin  addicts  among  returning  1 
Vietnam  veterans  did  not  materialize.  Of  a sample  of  492  enlistees  y 
whose  urine  was  positive  for  opiates  at  the  time  of  departure  from  Viet-  .■ 
nam,  three-quarters  claimed  that  while  in  Vietnam  they  had  been  de-  ^ 
pendent  on  heroin.  On  their  return  to  the  U.S.  most  ceased  using  opi-  [ 
ates,  and  eight  to  12  months  later  only  seven  percent  showed  signs  of 
dependence.  I 


In  a discussion  of  methadone  maintenance,  scientists  D.X.  Freedman 
and  E.C.  Senay  had  the  following  to  say  about  the  role  of  phar- 
macological factors  in  heroin  dependence: 

The  bulk  of  evidence,  we  believe,  indicates  that  addiction  is  a dis- 
order profoundly  reinforced  in  its  initiation  by  social-psychologi- 
cal as  well  as  pharmacological  factors.  “Friends”  group  together 
and  supply  each  other  to  be  different,  “cool,”  and  daring.  Addic- 
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tion  is  then  sustained  by  social  and  psychological  factors  in  which 
the  reinforcing  value  of  narcotic  drugs  plays  an  important,  but  not 
an  essential,  role.  Whether  tranquillizing  and  anti-anxiety  drug 
effects  are  contributory  motives  in  sustaining  addiction  is  as  yet 
unclear;  but  we  do  know  that  euphorigenic  effects  decrease  and 
in  some  instances  disappear  entirely  as  the  dependence  grows 
older.  We  do  not  think  that  physical  dependence  itself  is  suffi- 
cient to  generate  the  profoundly  self-destructive  behaviors 
characteristic  of  the  modal  pattern  of  narcotics  addiction  with 
which  the  public  is  most  concerned. 

Fake  Taste  Test 

The  Addiction  Research  Foundation  runs  a farm  community  for 
skid-row  alcoholics.  They  are  taken  off  skid  row  and  subjected  to  a 
period  of  enforced  abstinence  when  they  arrive  at  the  farm.  In  this 
very  different  environment  they  just  stop  drinking— it  seems  to  be  as 
simple  as  that.  Subsequently,  a majority  of  residents  engage  in  moder- 
ate social  drinking,  maintaining  voluntary  abstinence  on  most  days. 
The  lack  of  withdrawal  symptoms  on  arrival  at  the  farm,  and  the  subse- 


“In  Ontario,  it  would  appear  that  about  25 
percent  of  the  adult  population  is 
physically  dependent  on  caffeine.” 
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quent  ability  to  drink  moderately,  both  suggest  that  the  former  alcohol- 
ism was  maintained  largely  by  features  of  the  skid-row  environment 
rather  than  by  physical  dependence  on  alcohol.  Likewise,  heroin  use  in 
Vietnam  was  maintained  by  the  soldiers’  environment  there  rather 
than  by  physical  dependence  on  heroin. 

One  of  my  favorite  studies  on  the  role  of  certain  non-pharmacological 
factors  in  alcohol  consumption  is  one  in  which  a group  of  non-abstinent 
alcoholics  and  a group  of  social  drinkers  were  given  a fake  taste  test  that 
involved  the  consumption  of  vodka  and  tonic  or  tonic  alone.  They  were 
told  that  what  they  were  drinking  was  either  the  combination  or 
straight  tonic— sometimes  they  were  given  correct  information,  some- 
times they  were  misled.  Neither  group  of  subjects  was  able  to  tell  the 
difference  between  the  two  drinks:  estimates  of  alcohol  content  were 
based  on  what  they  were  told  they  were  drinking,  rather  than  on  what 
they  were  actually  drinking. 

To  me,  the  most  interesting  features  of  the  data,  however,  were  the 
amounts  consumed.  Subjects  could  drink  as  much  as  they  pleased  dur- 
ing the  tests.  Both  groups  drank  much  more  when  they  were  told  the 
drink  contained  alcohol,  whether  or  not  it  actually  did.  Alcoholics  dis- 
tinguished themselves  by  drinking  more  than  the  social  drmkers  under 
all  four  conditions.  They  consumed  their  greater  quantities  taking 
fewer  sips  than  social  drinkers,  but  the  sips,  of  course,  were  considera- 
bly larger.  One  might  conclude  from  these  data  that  alcoholics  drink  a 
lot  of  alcohol  because  they  drink  a lot  of  all  fluids,  and  because,  like 
most  people,  they  drink  more  of  a fluid  when  they  believe  it  to  contain 
alcohol. 

Rapidly  Increasing  Consumption 

The  psychoactive  drugs  whose  use  is  increasing  most  rapidly  are  those 
available  on  prescription,  especially  the  minor  tranquillizers.  Each  year, 
on  two  representative  days,  the  Ontario  department  of  health  monitors 
the  prescriptions  filled  by  140  representative  drugstores.  In  1970,  603 
minor  tranquillizer  prescriptions  were  filled  by  these  stores  during  the 
two  selected  days.  In  1973,  the  number  was  1,100,  an  increase  of  82 
percent  in  three  years.  Total  prescriptions  filled  climbed  by  67  percent. 
The  increase  in  minor  tranquillizer  use  is  a very  conservative  estimate. 
It  does  not  include  mixtures  involving  a minor  tranquillizer,  which 
came  into  vogue  during  the  period. 
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Minor  tranquillizers  are  prescribed  mainly  as  adjuncts  in  therapy  for  a 
variety  of  common  illnesses  — for  example,  they  are  used  to  allay  anx- 
ieties that  could  exacerbate  stomach  disorders.  However,  there  is  little 
substantial  evidence  to  support  their  use  as  adjuncts  in  therapy.  Thus 
one  might  conclude  that  people  are  not  consuming  these  drugs  strictly 
or  even  primarily  for  intended  pharmacological  effects. 

The  Drug  That  Isn’t  There 

Doubts  can  also  be  cast  on  the  basis  for  the  consumption  of  drugs 
available  on  the  illicit  market.  Of  the  817  samples  of  alleged  psycho- 
tropic “street”  drugs  received  for  analysis  by  the  laboratories  of  the 
Addiction  Research  Foundation  during  the  period  April  1971  to  March 
1973,  160,  or  just  over  20  percent,  contained  no  known  psychotropic 
drug.  Of  the  624  samples  that  were  alleged  to  be  a particular  drug  (as 
opposed  to  just  a psychotropic  drug),  364  (58  percent)  did  not  contain 
the  alleged  ingredient.  In  particular,  only  one  of  113  samples  of  alleged 
mescaline  actually  contained  mescaline;  only  eight  of  25  samples  of 
alleged  heroin  actually  contained  heroin;  only  10  of  21  samples  of 
alleged  cocaine  actually  contained  cocaine;  and  only  38  of  69  samples 
of  an  alleged  amphetamine  drug  actually  contained  amphetamine.  This 
analysis  is  continuing  with  similar  results.  It  indicates  that,  if  anything, 
the  proportion  of  psychoactive  street  drugs  without  a psychoactive 
component  may  be  increasing,  possibly  a consequence  of  increasing 
general  austerity,  but  perhaps,  too,  representing  a growing  realization 
on  the  part  of  dealers  of  the  lack  of  importance  of  pharmacology  in 
drug  abuse.  People,  most  of  the  time,  just  don’t  know  the  difference. 

The  selection  of  evidence  just  presented  borders  on  the  polemical  in  an 
attempt  to  belabor  a point  that  has  been  made  often.  The  point  is 
simply  this:  because  a substance  can  have  a pharmacological  effect,  it 
does  not  automatically  follow  that  use  of  the  substance  is  caused  by  or 
maintained  by  that  effect.  None  of  the  evidence  I have  cited  rules  out  a 
role  for  pharmacology.  For  example,  it  is  conceivable  that  the  non- 
pharmacological  determinants  of  smoking  owe  their  origin  and  even 
their  continuing  effectiveness  to  the  reinforcing  properties  of  nicotine, 
and  that  extinction  of  the  effectiveness  would  require  a longer  period 
than  has  been  employed  in  the  reported  experiments.  Nevertheless,  it 
appears  to  me  to  be  the  case  that  the  more  one  investigates  drug  use  the 
more  important  seems  to  be  the  role  of  non-pharmacological  factors. 
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“Alcoholism  was  maintained  largely  by 
features  of  the  skid-row  environment 
rather  than  by  physical  dependence  on 
alcohol.” 


Arbitrary  Limits 

Drug  use  becomes  a problem,  generally  speaking,  when  it  occurs  to  ex- 
cess. Historical  quirks  produce  situations  in  which  some  psychoactive 
drugs  are  banned  altogether,  but  the  selection  of  drugs  for  proscription 
by  a community  usually  bears  little  relation  to  the  actual  harm  caused 
by  using  the  drug.  Heroin  is  an  obvious  example.  Because  of  the  hy- 
steria associated  with  this  drug,  it  is  not  realized  that  moderate  use  oc- 
curs extensively.  Such  use  was  noted  in  a study  of  Vietnam  veterans, 
whose  authors  concluded  “. . .the  occasional  use  of  narcotics  without 
becoming  addicted  appears  to  be  possible  even  for  men  who  have  pre- 
viously been  dependent  on  narcotics.” 

In  very  many  societies  drug  use  in  moderation  is  tolerated  with 
equanimity.  Often  it  is  believed  to  make  a positive  contribution  to 
society— for  instance  alcohol  is  regarded  as  a beneficial  social  lubrica- 
tor. Drug  use  to  excess,  however,  is  rarely  applauded,  especially  when  it 
is  seen  to  interfere  with  the  effective  functioning  of  an  individual  or 
those  around  him.  The  problem  is  often  defining  excess.  If  social 
drinkers  always  took  one  or  two  drinks  a day,  and  alcoholics  always 
used  more  than  six  drinks  a day,  there  would  be  no  problem  in  drawing 
the  line. 
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In  reality,  there  is  a continuum  of  consumption  as  has  been  shown  in 
many  studies,  in  particular  those  of  researchers  Jan  de  Lint  and 
Wolfgang  Schmidt  who  have  examined  the  alcohol  buying  behavior  of 
a large  sample  of  Ontario’s  adult  population.  (In  case  it  seems  strange 
that  buying  should  be  given  as  evidence  of  consumption,  it  should  be 
understood  that  observation  of  actual  consumption  is  impracticable, 
and  that  interrogation  about  drinking  practices  always  leads  to  severe 
under-estimation  and  consequent  distortion  of  consumption  levels.) 
Distortion  certainly  occurs  with  respect  to  the  reporting  of  food  con- 
sumption. According  to  a national  survey  by  Nutrition  Canada  (1973), 
overweight  people  eat  less  than  average  amounts  of  food.  The  data  we 
have  about  use  of  other  drugs  suggests,  too,  that  it  is  difficult  to  draw  a 
line  between  moderate  and  excessive  users.  Any  attempt  to  define  the 
limits  of  excessive  use  must  seem  arbitrary. 

Excessiveness  the  Problem 

The  problem  of  defining  excessive  use  should  not  deter  us  from  ap- 
preciating that  excessive  use  is  the  problem.  Diseases  associated  with 
the  use  of  alcohol,  caffeine,  and  tobacco  all  increase  in  incidence  with 
increased  use  of  the  drug.  Interference  with  normal  functioning  in- 
creases with  excessive  use  because  of  these  diseases,  because  of  intox- 


“Estimates  of  alcohol  content  were  based 
on  what  they  were  told  they  were  drink- 
ing, rather  than  on  what  they  were  ac- 
tually drinking.” 
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ication,  and  because  of  the  inordinate  amount  of  time  spent  in  seeking, 
preparing,  and  consuming  the  substance. 

Let  us  compare  drug  use  with  eating.  They  differ  in  that  one  is  necess- 
ary and  the  other  is  not.  However,  this  may  serve  only  to  locate  the  dis- 
tribution function  at  a different  point  on  the  scale.  I am  confident  that, 
if  data  were  available,  one  would  find  that  the  frequency  distribution  of 
amounts  eaten  would  be  distributed  in  much  the  same  way  as  the  fre- 
quency distributions  of  drug  consumption.  Defining  excessive  eating  is 
not  so  much  of  a problem,  as  in  the  case  of  drugs,  because  calorific  bal- 
ance provides  a fairly  clear  borderline,  but  the  hazards  of  behaving  ex- 
cessively—i.e.  eating  too  much— can  be  very  similar.  For  example,  the 
incidence  of  various  diseases  increases  with  obesity.  Obesity,  which 
can  be  regarded  as  chronic  food  intoxication,  interferes  with  normal 
functioning,  as  does  the  inordinate  amount  of  time  spent  in  seeking, 
preparing,  and  consuming  the  food.  This  may  be  true,  as  well,  of  other 
compulsive  behavior.  Compulsive  book-buying,  handwashing,  and  nail 
biting  are  probably  distributed  in  a similar  manner.  It  is  their  excessive 
nature  that  is  the  problem,  not  their  mere  occurrence.  Handwashing 
becomes  a problem  only  when  it  occurs  so  frequently  that  skin  is  dis- 
eased, hands  are  disabled,  and  little  time  is  left  to  do  anything  else.  It  is 
possible  that  in  some  fundamental  way  excessive  eatings  and  other 
compulsive  behavior  are  not  very  different  from  the  excessive 
behavior  that  is  drug  abuse. 

The  Causes  of  Drug  Abuse 

If  drug  use  is  a problem  because  it  is  excessive,  rather  than  because  it 
occurs,  it  seems  reasonable  to  search  for  the  causes  of  drug  abuse 
among  the  causes  of  excessive  behavior  rather  than  among  the  causes 
of  drug  use.  Thus  one  should  ask  questions  about  an  alcoholic  in  this 
order: 

1 . Why  is  she  behaving  to  excess? 

2.  Why  is  alcohol  drinking  her  excessive  behavior? 

rather  than  in  this  order: 

1 . Why  does  he  drink  alcohol? 

2.  Why  does  he  drink  alcohol  excessively? 
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The  second  order  is  the  conventional  one.  It  assumes  that  the  causes  of 
drug  use  somehow  act  more  strongly  to  produce  drug  abuse;  that  if  you 
know  why  the  person  drinks  alcohol,  you  can  more  easily  find  out  why 
the  person  drinks  alcohol  excessively. 

The  first  order  of  questions  assumes  that  there  are  two  sets  of  pre- 
disposing conditions:  one  that  causes  excessive  behavior,  and  another 
that  causes  the  excessive  behavior  to  be  alcohol  drinking.  In  pursuing 
the  implications  of  the  two  orders  of  questions  one  soon  sees  a 
difference  in  the  potential  consequences  of  a strategy  to  reduce  alcohol 
drinking.  If  the  second  order  is  appropriate,  reducing  alcohol  drinking 
would  not  have  any  particular  effect  on  other  behavior,  except  that  the 
former  alcoholic  would  have  to  be  doing  something  at  the  times  when 
he  used  to  drink  alcohol.  If  the  first  question  is  appropriate,  one  is  left 
with  the  conclusion  that  merely  reducing  an  alcoholic’s  alcohol  drink- 
ing would  cause  her  to  behave  excessively  in  other,  possibly  equally 
harmful  ways.  Proper  treatment  in  this  case  should  involve  attacking 
the  causes  of  excessive  behavior. 

Variety  of  Forms 

There  is  no  substantial  evidence  that  substitution  of  one  excessive 
behavior  for  another  occurs  when  a particular  excessive  behavior  is 
I reduced  in  frequency  or  eliminated.  There  is  a little  evidence,  however; 

some  of  it  anecdotal.  Members  of  Alcoholics  Anonymous  are  said  to 
j drink  inordinate  amounts  of  coffee.  There  is  better  evidence  that  eat- 
ing replaces  smoking  as  excessive  behavior.  For  example,  middle-aged 
males  tend  to  be  about  30  lb  over  their  ideal  weights  if  they  are  non- 
smokers  and  only  15  lb  overweight  if  they  are  smokers.  The  weights  of 
ex-smokers  catch  up  with  those  who  have  never  smoked  after  only  a 
few  years  of  abstinence.  (Incidentally,  middle-aged  ex-smokers  may  be 
even  more  likely  to  have  heart  trouble  than  either  smokers  or  those 
who  have  never  smoked,  possibly  a consequence  of  the  accelerated 
weight-gain  on  quitting.) 

Other  evidence  that  might  point  to  the  importance  of  excessive 
behavior  comes  from  studies  of  multiple  drug  use.  Alcohol  consump- 
tion is  positively  correlated  with  both  cigarette  and  coffee  consumption 
although  our  own  data  show  that  the  correlation  between  alcohol  and 
coffee  consumption  breaks  down  at  the  highest  levels.  Presumably, 
beyond  a certain  point,  consumption  of  the  one  physically  excludes  ex- 
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cessive  consumption  of  the  other.  Alcoholics— especially  young 
alcoholics— appear  also  to  use  and  abuse  drugs  other  than  caffeine  and  ^ 
nicotine  more  than  non-alcoholics.  Thus  there  is  a suggestion  that  | 
overbehaving  may  take  a variety  of  forms.  However,  it  is  also  possible  1 
that  use  of  one  drug  has  a special  relationship  to  the  use  of  one  or  more  I 
other  drugs  that  obviates  the  need  to  postulate  a common,  independent  ' 
cause  for  the  excessive  use  of  both  drugs.  For  example,  in  one  study  I ■ 
found  that  caffeine  consumption  by  poorly  nourished  rats  may  cause  \ 
alcohol  consumption.  ; 

B eha  vior  Therapy  C ontroversy 

The  earlier  question  that  I raised  as  to  whether  removal  of  one  kind  of  ^ 
overbehaving  produces  another  kind  is  reminiscent  of  a controversy  ; 
about  the  likelihood  of  symptom  substitution  following  behavior 
therapy.  Psychodynamically-oriented  therapists  criticize  behavior  | 
therapists  for  their  emphasis  on  target  behaviors.  According  to  these  t 
critics,  the  behavior  therapists  are  treating  only  symptoms  and  not  the  ^ 
underlying,  largely  unconscious  conflicts  they  claim  are  the  real  cause  ^ 
of  deviant  and  unwanted  behavior.  A recent  authoratative  review  of  1 
available  data  concluded  that  symptom  substitution  as  a behavioral  * 
phenomenon  occurred  at  such  a low  rate  following  behavior  therapy  ^ 
that  it  did  not  threaten  the  effectiveness  of  these  techniques,  and  that  ^ 
reports  of  generalized  improvement  and  expansion  of  the  functional  i 
capacities  of  patients  far  outnumbered  cases  of  symptom  substitution.  1 

Two  points  should  be  made  here.  The  first  is  that  behavior  therapists  j 
may,  in  their  emphasis  on  target  behaviors,  be  often  accidentally  I 
modifying  behavior-environment  interactions  that  involve  much  more  J 
than  the  target  behavior.  The  second  point  is  that,  even  if  symptom 
substitution  were  found  to  be  a common  feature  of  behavior  therapy,  it  ij 
would  not  necessarily  mean  that  unconscious  conflicts  or  other  psy-  i 
chodynamic  processes  are  the  cause  of  deviant  behavior.  It  is  quite  con-  , 
ceivable  that  there  are  two  levels  of  behavior-environment  interaction.  I 
One  level  determines  that  deviant  behavior  will  occur.  The  other  deter-  | 
mines  which  particular  deviant  behavior  will  be  exhibited.  In  the  case 
of  drug  abuse,  and  other  deviant  behaviors  where  excess  is  .the  major  j 
characteristic,  one  level  might  produce  excessive  behavior,  the  other  * 
produces  the  particular  excessive  behavior.  Are  there  behavior  pro- 
cesses that  are  known  to  generate  excessive  behavior? 
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Schedule  Induction 

There  is  one  procedure,  first  reported  by  Canadian  scientist  J.L.  Falk, 
that  reliably  generates  quite  extraordinary  amounts  of  behavior.  Most 
of  the  data  concerning  this  procedure  have  been  gained  with  rats  and 
other  infrahumans,  although  there  is  evidence  too  that  it  can  generate  * 
excessive  behavior  in  humans.  Most  of  the  excessive  behavior  gener- 
ated by  this  procedure  to  date  has  been  water  drinking,  but  there  is  evi- 
dence, too,  that  it  can  generate  inordinate  consumption  of  drugs. 

Falk’s  original  study  consisted  of  training  hungry  rats  to  press  a bar  for 
small  pellets  of  food  that  could  be  gained,  on  the  average,  once  every 
minute.  Each  pellet  was  about  one-three-hundredth  of  the  regular 
daily  ration.  A water  bottle  was  continuously  available.  Falk  observed 
that,  while  working  for  the  small,  intermittently  available  pellets,  the 
rats  drank  an  average  of  3.43  times  their  regular  daily  intake  in  each 
190-minute  session.  To  put  this  increase  in  perspective:  adult  humans 
typically  drink  about  three  pints  of  fluid  a day,  although  there  is  wide 
variation.  Thus,  translated  into  human  terms,  which  is  not  always  ad- 
visable, Falk’s  rats  were  drinking  the  equivalent  of  17, 12-ounce  bottles 
of  beer  in  the  three-hour  session. 


"The  selection  of  drugs  for  proscription  by 
a community  usually  bears  little  relation  to 
the  actual  harm  caused.” 
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The  pattern  of  the  induced  drinking  was  quite  predictable.  When  a 
pellet  was  earned  it  was  immediately  consumed,  and  a draught  of  water 
was  taken  to  “wash  it  down,”  so  to  speak.  The  excessive  drinking,  or 
polydipsia,  generated  by  this  procedure  was  given  the  name  schedule-in- 
duced-polydipsia, “schedule-induced”  because  the  excessive  drinking  is 
caused  by  the  schedule  of  presentation  of  the  food  pellets. 

It  was  discovered  later  that  if  the  pellets  are  presented  more  frequently 
than  about  once  every  30  seconds,  or  less  frequently  than  about  once 
every  four  minutes,  then  polydipsia  is  not  induced  to  any  marked 
degree.  The  number  of  pellets  presented  on  each  occasion  is  also  an  im- 
portant variable.  For  a given  interval  there  is  generally  less  polydipsia 
with  an  increase  in  the  number  of  pellets.  Polydipsia  also  declines  with 
decreasing  willingness  to  eat  the  pellets.  Falk  introduced  the  term  “ad- 
junctive behavior”  to  describe  the  behavior  generated  by  such 
schedules.  It  is  an  apt  term,  neutral  with  respect  to  the  origin  of  the 
behavior,  but  descriptive  of  the  behavior’s  supernumerary  relationship 
to  the  schedule  that  maintains  it. 

Salient  Findings 

Much  valuable  work  has  been  done  on  schedule-induced  behavior 
since  1961.  The  salient  findings  have  been: 

a)  Whenever  reinforcers  are  doled  out  to  a deprived  animal  in  small 
portions  and  within  a certain  range  of  delivery  rates,  the  animal  is 
likely  to  engage  in  excessive  behavior  that  is  not  obviously  related 
to  the  reinforcer. 

b)  The  type  of  excessive  behavior  that  occurs  depends  on  what  is 
possible.  Polydipsia  is  most  commonly  studied.  But  polyphagia 
(excessive  eating  of  food)  and  pica  (excessive  eating  of  subs- 
tances other  than  food)  have  also  been  induced,  as  have  excessive 
aggression,  tail  gnawing,  air  licking,  and  wheel  running.  Schedule- 
induced  excessive  behavior  has  been  observed  in  species  as 
different  as  pigeon,  rat,  and  man. 

c)  It  is  not  necessary  to  the  animal  to  work  for  the  spaced  reinfor- 
cers. For  example,  intermittent  feeding  induces  polydipsia  in  the 
rat  whether  or  not  barpressing  or  any  other  kind  of  behavior  is  re- 
quired for  food  presentation. 

d)  If  it  can,  schedule-induced  behavior  occurs  shortly  after  presenta- 
tion of  each  of  the  spaced  reinforcers,  rather  than  elsewhere  in 
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the  inter-reinforcer  interval.  However,  schedule-induced 
behavior  will  occur  at  any  chosen  point  of  the  interval  if  it  is 
possible  only  for  a brief  period  at  that  point.  Thus  schedule  induc- 
tion is  not  necessarily  a post-reinforcer  phenomenon.  It  can  occur 
whenever  it  is  possible  to  emit  the  behavior,  although  it  is  more 
likely  to  occur  at  some  times  than  others. 

e)  It  is  possible  to  prevent  the  development  of  a particular  schedule- 
induced  behavior  by  preloading  (e.g.  with  water  in  the  case  of 
drinking)  or  by  providing  strongly  competing  behavior.  However, 
although  it  is  difficult  to  eliminate  established  schedule-induced 
behavior  by  preloading,  it  can  be  eliminated  by  provision  of 
strongly  competing  behavior.  Generally  speaking,  adjunctive 
behavior  disappears  as  soon  as  the  conditions  of  its  maintenance 
no  longer  exist  (i.e.  as  soon  as  reinforcement  is  no  longer  inter- 
mittent). 

f)  The  opportunity  to  emit  an  induced  behavior  can  serve  as  a rein- 
forcer for  other  behavior.  Furthermore,  inducing  conditions 
where  excessive  behavior  is  readily  available  are  likely  to  be 
chosen  over  inducing  conditions  that  do  not  easily  allow  occur- 
rence of  excessive  behavior. 

Potential  Model  of  Alcoholism 

In  addition  to  the  work  on  adjunctive  water  polydipsia,  there  have  also 
been  many  demonstrations  of  schedule-induced  oral  drug  consump- 
tion, including  solutions  of  alcohol,  barbiturates,  caffeine,  and 
morphine.  Consumption  of  alcohol  under  this  procedure  has  been 
studied  more  than  consumption  of  other  drugs.  Alcohol  polydipsia  is 
substantially  similar  to  water  polydipsia,  but  the  following  differences 
may  be  noted.  Under  similar  inducing  conditions,  alcohol  polydipsia  is 
usually  less  than  water  polydipsia.  Alcohol  polydipsia  declines  during 
extended  sessions,  but  water  polydipsia  persists.  Alcohol  polydipsia 
may  continue  when  the  conditions  for  schedule  induction  are 
removed,  whereas  water  polydipsia  always  ceases.  Alcohol  polydipsia 
may  be  less  sensitive  to  attenuation  by  stressors  such  as  non-con- 
tingent electric  shock. 

The  schedule-induction  procedure  has  been  found  to  be  extremely 
useful  as  a means  of  getting  experimental  animals  to  work  for  a con- 
centrated solution  of  alcohol.  However,  its  value  as  a potential  model  of 
alcoholism  is  best  exemplified  by  the  fact  that  it  is  the  only  available 
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experimental  procedure  that  causes  physical  dependence  on  alcohol 
without  relying  on  injection,  intubation,  or  forced  oral  consumption. 

As  indicated  earlier,  drug  abuse  does  not  imply  physical  dependence.  It 
should  be  added  here  that  physical  dependence  could  be  a by-product 
of  drug  abuse  without  being,  in  any  way,  a cause  of  the  excessive  drug 
taking.  In  fact,  as  long  as  consumption  is  maintained,  there  might  be  no 
indication  of  physical  dependence.  Only  when  consumption  stops,  for 
whatever  reason,  and  a withdrawal  syndrome  appears,  would  physical 
dependence  be  noticed.  Nevertheless,  its  ability  to  cause  rats  to  drink 
sufficient  alcohol  to  make  them  physically  dependent  is  an  indicator  of 
the  possible  importance  of  the  process  of  schedule-induction  in  drug 
abuse. 

Switch  from  Ethanol 

Ethanol  drinking  sufficient  to  cause  physical  dependence  has  been  in- 
duced during  a number  of  experiments  in  which  many  sessions  are 
given  daily  for  a number  of  days.  Two  kinds  of  intermittency  seem  to' 
be  required  for  the  production  of  physical  dependence  on  alcohol, 
although  definitive  experiments  remain  to  be  done.  In  all  these  experi- 


“Alcohol  consumption  is  positively  correl- 
ated with  both  cigarette  and  coffee  con- 
sumption.” 
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ments,  six  daily  one-hour  sessions  were  given,  each  separated  from  the 
next  by  three  hours.  Also,  pellets  were  presented  at  two-minute  inter- 
vals during  the  one-hour  sessions.  Thus  the  sessions  occurred  intermit- 
tently and  so  did  the  pellets  within  the  sessions. 

Physiologically,  the  net  result  was  to  maintain  a constant  high  blood- 
alcohol  level,  averaging  about  150  milligrams  per  100  millilitres. 
Pathologically,  the  net  result  was  to  produce  tremors,  spasticity, 
seizures,  and  even  death  when  keys  were  shaken  near  rats  that  had 
been  living  under  this  regimen  for  three  months,  but  that  had  been 
deprived  of  alcohol  for  five  to  10  hours. 

An  extraordinarily  interesting  feature  of  the  most  recent  of  these 
studies  is  that  the  very  high  ethanol  consumption  induced  by  the 
spaced  feeding  procedure  declined  when  a more  preferred  fluid  was 
available.  In  fact,  when  0.25  percent  saccharin  was  the  alternative  fluid, 
and  the  food  allowance  was  reduced  to  10  grams  per  day  (i.e.  even  less 
than  that  required  to  maintain  80  percent  of  free-feeding  body  weight) 
some  rats  starved  and  died  rather  than  switch  back  to  the  ethanol  solu- 
tion whose  calories  would  have  kept  them  alive.  Saccharin  solution  in- 
take meanwhile  was  of  the  order  of  300  millilitres  per  day.  Another  in- 
teresting feature  of  this  study  is  that  signs  of  withdrawal  did  not  appear 

I to  occur  when  the  rats  “voluntarily”  deprived  themselves  of  alcohol, 
by  switching  to  the  more  palatable  fluid.  It  seems  they  showed  with- 

I drawal  signs  only  when  alcohol  was  no  longer  available. 

I Speculative  Matter 

I mentioned  that  there  is  a little  evidence  that  the  schedule  induction 
procedure  can  be  used  to  generate  excessive  behavior  in  humans.  The 
one  report  so  far  described  how  unusual  amounts  of  drinking  from  a 
water  fountain  could  be  induced  in  hospitalized  patients  diagnosed  as 
schizophrenic  when  opportunities  to  earn  pennies  for  pulling  a cord 
were  intermittently  spaced.  Other  behavior  occurred  to  excess  under 
the  same  conditions.  Floor  pacing  was  recorded  as  was  an  increase  in 
verbalization,  jumping,  and  grooming  as  a result  of  the  schedule  of 
availability  of  the  coins. 

Studies  of  the  effects  of  schedule  induction  on  humans  is  still  at  an 
early  stage,  but  will  surely  increase  in  quantity  and  become  more 
sophisticated.  The  role  of  schedule-induction  in  human  drug  abuse  is. 
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at  present,  still  very  much  a matter  for  speculation,  although  it  is  clear 
to  me  that  the  notion  of  drug  abuse  as  excessive  behavior  provides  an 
exceedingly  provocative  and  useful  approach,  consistent  with  much  * 
that  we  know  about  the  abuse  of  drugs  and  about  excessive  behavior 
generally.  If  the  speculation  is  to  be  taken  seriously,  an  attempt  must  be  4 
made  to  identify,  at  least  at  an  intuitive  levei,  the  conditions  of  every- 
day life  that  can  induce  excessive  behavior.  One  approach  might  be  to 
explore  the  possibly  relevant  common  features  of  the  environment- 
behavior  interactions  of  people  who  engage  in  conspicuous  excessive# 
behavior  and  compare  them  with  the  interactions  of  people  who  do  not  i 
appear  to  behave  excessively.  If  speculation  is  to  be  elevated  to  the! 
status  of  hypothesis,  the  comparison  should  reveal  different  patterns  of 
interactions.  The  environment-behavior  interactions  of  overbehavers  ^ 
should  correspond  to  the  conditions  for  inducing  excessive  behavior. 
The  interactions  involving  normal  people  should  not. 
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Open  is  designed  as  a foryiri  to  air  and  stimulate  mmmem%  ©pinion,  and 
reaction  to  articles  mMch  hawe  appaamd  in  Addictions,.  Letters  shoyid  be  50  to 
200  words,  signed,  and  addressed  to  tlie  editor,  Addictions,  Addiction 
Research  Foyndation  of  Ontario,  33  flasseii  Street,  Toronto,  Ontario,  Canada 
MSS  2S1.  The  editor  reser¥es  the  right  to^  edit  letters  before  pybiicstion. 

/ read  Addictions  slowly  and  carefully.  Sometimes  I go  back 
and  read  articles  which  interest  me  a second  time. 

I think  Barbara  Tucker's  article  "Pregnancy  and  Drugs"  (Sum- 
mer '75)  is  a perfect  textbook  example  of  how  the  writer  al- 
ways uses  the  right  word  or  phrase  to  identify  something, 
then  in  brackets  reduces  that  to  simple  common  everyday 
English.  Every  reader  does  not  know  everything  about  every- 
thing. And,  while  some  folks  may  always  read  with  a diction- 
ary at  their  elbow,  most  do  not.  Ms.  Tucker  obviates  the 
reader  having  to  look  up  a word  or  else  go  ahead  and  miss  the 
point. 

M.B.  Wallace 

Toronto  Western  hiospital 
Toronto,  Ontario 


I recentiv  had  an  opportunity  to  read  the  Spring,  1 975  issue  of 
Addictions,  and  I found  it  to  be  lucid  and  informative.  The  ar- 
ticle by  Milan  Korcok  entitled  "Alcohol  on  the  job  — What's 
Being  Done"  was  pertinent  to  a new  program  that  we  are  in- 
itiating here  in  Cincinnati.  Designed  along  similar  lines  of  the 
program  described  by  Mr.  Korcok,  we  will  serve  Cincinnati 
City  employees  and  their  families  experiencing  problems 
with  alcohol. 

Todd  C.  Foster 

Public  Employees  Assistance  Program 
Cincinnati,  Ohio 
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Pregnancy  and  Drugs  (Barbara  Tucker) 

Prescribed  Psychotropics— the  Upward  Trend 
(Ruth  Cooperstock) 


EDUCATION 

A Diagnostic  Approach  to  Drug  Education 
(Charles  Simmons) 

A Non-Drug  Approach  to  Drug  Education 
(Terri  Kurzman) 

On  Marketing  the  Malt  (Marc  Lalonde,  David  Archibald, 
and  John  Clement) 

The  Pill-popping  World  of  Pro  Football 
(Robert  McKeown) 

A Spoonful  of  Sugar.  . . (Laird  O’Brien) 


PUBLIC  HEALTH 

Alcohol  on  the  Job  — What’s  Being  Done  (Milan  Korcok) 

Alcohol  on  the  Job— What’s  Being  Done:  Part  II 
(Milan  Korcok) 

Alcohol  on  the  Job  — What’s  Being  Done:  Part  III 
(Milan  Korcok) 

Aspirin:  Good  News,  Bad  News  (Richard  S.  Farr) 

Breathalyzer  Legislation:  Blowin’  in  the  Wind 
(Milan  Korcok) 

Caffeine  Beverages  and  Their  Effects  (R.M.  Gilbert) 
DWI  (P.J.  Farmer) 

The  Downward  Spiral:  from  High  Rolling  to  Personal  Ruin 
(Howard  English) 

Drug  Addiction  and  Individual  Growth 
(Robert  Haymond) 

Drug  Addiction  — Who  Benefits?  (B.  Stuart  Hoarn) 


Spring  ’74 
Summer  ’75 

Spring  ’74 

Winter  ’74 

Summer  ’74 

Winter  ’74 

Fall  ’74 
Spring  ’75 

Spring  ’75 

Summer  ’75 

Winter  ’75 
Summer  ’74 

Fall  ’74 
Spring  ’74 
Summer  ’74 

Fall  ’74 

Summer  ’74 
Spring  ’75 
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Liberating  the  Rehabilitated  (Richard  Wilmot) 

Nine  Opinions:  Would  Compulsory  Detention  Work? 
(Pat  Annesley) 

On  Marketing  the  Malt  (Marc  Lalonde,  David  Archibald, 
and  John  Clement) 

Pregnancy  and  Drugs  (Barbara  Tucker) 

Prescribed  Psychotropics  — the  Upward  Trend 
(Ruth  Cooperstock) 

The  Pill-popping  World  of  Pro  Football 
(Robert  McKeown)  • 

Senate  Proceedings  on  S-19  (Harold  Kalant  et  al.) 

Toward  Saturation:  In  Search  of  Control 
(H.  David  Archibald) 

The  Vagaries  of  Drugs  (Oriana  Josseau  Kalant) 

What’s  In  Store  for  the  Chemophilic  Society 
(Andrew  Malcolm) 


ART  & POETRY 

Drawing  the  Drug  Scene  (Yardley  Jones) 

MISCELLANEOUS 

Dear  Madam  (Ddorly  L.  Myers) 


Fall  ’75 

Spring  ’74 

Winter  ’74 
Summer  ’75 

Spring  ’74 

Fall  ’74 
Summer  ’75 

Fall  ’75 
Winter  ’74 

Winter  ’75 

Summer  ’75 

Fall  ’75 
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BIBLIOGRAPHIES  OF  THE  SCIENTIFIC  LITERATURE 
PUBLISHED  BY  ARF  BOOKS 


Interaction  of  Alcohol  and  Other  Drugs 

$17.50 

Drug  Use  and  Driving 

$4.50 

Culture  and  Alcohol  Use 

$3.00 

Non-Alcoholic  Drugs  and  Personality 

$2.00 

Write  for  full  information 

Marketing  Services 

Addiction  Research  Foundation  of  Ontario 
33  Russell  Street,  Toronto,  Canada  MSS  2S1 
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